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‘Adventures’ in its true sense, is more nearly applicable than 
any other word, when it is remembered that the general 
practitioner has very little opportunity of studying a particular 
subject exhaustively, but has had to learn by practice and 
observation. Moreover, this article is not addressed to the 
specialist anaesthetist, but to the general practitioner, 
working in small hospitals, away from the facilities of the 
larger towns and cities. To him, possibly, as to the writer, 
the question of anaesthesia for Caesarean section has 
presented something of a problem, and we hope that these 
remarks may bring him a measure of help. 

The object of the anaesthetist, it goes without saying, is 
to have the patient sufficiently anaesthetized not to feel any 
pain and also to enable the surgeon: to work comfortably, 
and at the same time not deeply enough to endanger the 
life of the baby. Furthermore, in practice, the shorter the 
induction period, the less the quantity of anaesthetic agent 
used, and the better the condition of the newly extracted 
baby. 

In our first attempts to achieve these ends, we used a 
premedication of Nembutal 3 gr. and a suitable dose of 
atrophine, and then induced with nitrous oxide and oxygen, 
adding ether through a Boyle’s machine. Although suitable 
for the mother, from the point of view of fairly smooth and 
rapid induction, we had, in our opinion, more trouble than 
we should have had in reviving the baby. It did not seem 
that the inclusion of nitrous oxide had a very desirable 
elect on the oxygenation of the baby. In addition, the mother 
did not have so comfortable a recovery because of the known 
Persistence of the ether fumes. We therefore cast about for 
asafer method, thinking primarily of the baby and, as yet, 
not so much of the comfort of the mother. 

In our next attempts we tried the effect of giving no 
dative premedication, inducing with a mixture of ether 
ind oxygen alone. This, as far as the baby was concerned, 
‘emed fairly satisfactory, but there were occasions when 
the baby did not recover so rapidly and artificial respiration 
tad to be used. We came to the conclusion that the long 
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induction allowed too much ether to cross the placental 
barrier. We have no authority for this observation, but 
practical results would appear to confirm it. In addition, 
induction with ether was most uncomfortable for the patient 
and also interfered with smooth recovery from the 
anaesthetic. The results however were an improvement on 
the first method, and we certainly had less trouble, but we 
were not yet quite happy that this was the solution. 

Accordingly we turned to cyclopropane. Still using no 
premedication beyond atropine, we induced with a small 
dose of intravenous thiopentone, followed by Scoline to 
allow of intubation and then proceeded with cyclopropane. 
Only one attempt with this method was made, for it took 
almost 15 minutes to revive the baby, and, rightly or wrongly, 
we believed this to be due to the Scoline. We have 
subsequently had the opportunity of discussing this pheno- 
menon with Sir Robert Mackintosh, who did not think that 
the Scoline was to blame. Nevertheless, we felt that in the 
absence of exact and absolute proof to the contrary, it would 
be safer to discontinue the use of this relaxant before extrac- 
tion of the baby, to delay giving it until the baby was safely 
delivered and only then to pass the endotracheal tube. 

There were, however, still small objections to passing 
tubes at this stage. It is not convenient to intubate when 
the anaesthetist has to avoid touching sterile towels, unless 
he is fortunate enough to be so skilled as to be sure of passing 
the tube ‘blindly’. The surgeon at this same time is, con- 
centrating on the haemorrhage, and on persuading the uterus 
to contract, and also likes some room in which to manoeuvre. 
This method, although admirable for mother and baby, 
still left something to be desired, in that the technique was 
not simple enough. We therefore again modified the 
procedure and this modification is the one we have used 
as a routine over the past year or two, with eminently satis- 
factory results for everybody concerned. 


Final Method 

We still use no premedication except the atropine. Where 
a trial labour has been attempted and pethidine has been 
used, we have given an ampoule of Lethedrone intravenously 
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before commencing, to counteract the effcts of the pethidine. 
The foetus does not tolerate pethidine very well and it retards 
its recovery. 

The patient is now completely painted and towelled, and 
everyone is in complete readiness to start. An average of 
6 c.c. of a 5% solution of thiopentone is now given intra- 
venously fairly rapidly. Allowing the patient to recover 
her normal rate of breathing, which takes about a minute 
(but seems longer) a further 2 c.c. is given and the surgeon 
is given the word to start. An airway is now passed and, 
through a well-fitting mask cyclopropane and oxygen are 
given. Cyclopropane takes effect fairly rapidly and only a 
moderate depth of anaesthesia is maintained. 

With this method, the babies have recovered at once and 
cry lustily, and the mothers’ blood pressures and pulse 
have varied but little. 

Because of the stretching of the abdominal walls during 
pregnancy, anaesthesia need not be deep, since the walls 
are so lax after delivery that suture can be easily carried out 
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under moderately light anaesthesia. The cyclopropane, 
being continued, Megimide, 10-15 c.c., is given intravenously 
as soon as the surgeon begins his skin sutures. 

By the time the patient has returned to the ward, she has 
recovered enough to be able to talk coherently and three 
quarters of an hour later is able to sit up and write a letter. 

Having used this method for about 2 years, we have 
found it to be as nearly perfect as could be desired. Intra. 
venous Lethedrone has been a very great help in eliminating 
the ‘pethidine baby’, which was something of an anxiety, 
The amount of anaesthetic used appears to have been enough 
to avoid a shocked patient and to have no effect on the 
baby. 

In our experience it is one of those anaesthetics that has 
given satisfaction to the patient, the surgeon, the anaesthetist, 
and last—but not least—the baby. 

Finally, my deep gratitude is due to all those patients 
who have unconsciously helped me to bring their labours 
to successful conclusion. 


A TECHNIQUE OF TENDON SUTURE 


J. J. COMMERELL, M.Cu., OrtTH. (L’POOL), F.R.C.S. (EpIn.) 
Orthopaedic Surgeon, Groote Schuur Hospital, Cape Town; Victoria Hospital, Wynberg; and Paarl Hospital, Paarl 


Firm suture of a tendon has always been a difficult procedure. 
The tendon is rather like a horse’s tail and easily becomes 
frayed. In the past we have not had suture material available 
which could safely be left in, and atraumatic needles are 
also a fairly recent development. 

During the past 5 years I have used a technique which 
has given excellent results, and it is worth describing because 
primary immediate suture of cut tendons is so necessary. 

All tendons should be repaired as soon as possible; delay 
leads to trouble later. If left, (1) the muscle contracts making 
apposition more difficult and (2) the tendon softens in reaction 
to trauma and the stitches tear out. The only exception to 
this rule is the flexor tendons of the fingers from the distal 
palmar crease to the middle interphalangeal joint. These 
are best left and dealt with later in a specialized unit. 

Many methods of tendon suture have been described. 
Each has its own merits. The material I use is Pulvertaft 
tendon-suture wire on an atraumatic needle. This has many 
advantages: 

1. The atraumatic needle does not tear its way through 
the tendon, but goes in with minimum trauma. 

2. The wire slides through easily and does not drag. 

3. The wire is very strong and only one stitch is needed. 
A second stitch always tends to fray the tendon. 

4. The knot does not slip or become untied. 

Alternatively sutures of atraumatic dermalon, linen or 
silk may have to be used when this special wire is not available, 
but they have disadvantages. 

The placing of the suture is very simple, but it needs to be 
done carefully, because only one stitch is used (Fig. 1). 

If using a single needle, enter the tendon at the non-stretch 
section first (Fig. 1a). If using double needle wire, enter at the 
muscle or stretchable end. This ensures that the knot will 
be tied on the non-stretchable part. It allows the tendon 
to be opposed easily without tearing. An added safeguard 


is to tie the first knot over a metal hook slipped under the 
wire (Fig. 1b). The wire must be placed so that the exit and 
entry points at the cut ends are opposite each other. This 
gives perfect apposition and provides internal splinting to 
prevent side-slip. 

By having the point of entry and the point of exit on the 
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Fig. 1. 


tendon far apart a good grip is obtained on the ‘horse's 
tail’. 

I deliberately avoid using the in-and-out stitch, because 
this tends to bunch the tendon and in many instances t 
fray the tendon ends, and it is not necessary. 

Lastly, cut the wire flat at the knot (Fig. Ic). If it is held 
up as one does with catgut the ends will stand up and scrape. 
If held flat they need not be buried. < 

After this type of suture it is not necessary to immobilize 
the tendon and early movement can be started with safety. 

The wire is left in situ; no ill effects have been observed. 
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KLASSIFIKASIE VAN NEFRITIS 


Fen van die grootste moeilikhede vir mediese studente deur 
die jare is die probleem van die klassifikasie van die 
verskillende soorte nefritis. Die kliniese klassifikasie van 
glomerulonefritis van eertyds as ,akuut’, subakuut’ en 
chronies’ was verdienstelik eenvoudig, maar is dan weer 
gekompliseer deur sulke benamings soos _,interstisieel’, 
fokaal’, .nie-embolies’, ,ischemies’, .larwe-’, ens. Voorts was 
dit nie streng gesproke akkuraat nie, omdat die oorgrote 
meerderheid van gevalle van ,subakute’ nefritis (d.w.s. met 
nefrose) nie van ,akute’ nefritis ontstaan het nie. 

Ellist het die wesenlike verskil tussen ,akute nefritis’ (wat 
hy tipe I genoem het) en die .subakute’ of nefrotiese nefritis 
(tipe 11) aangetoon. Tipe I was gekenmerk deur akute 
aanvang, dikwels voorafgaande infeksie en betreklik spoedige 
herstel. Welliswaar het progressiewe of later chroniese 
beskadiging van die niere by sommige gevalle ingetree. 
Soortgelyk was hierdie toestand histologies duidelik en het 
veral glomerulére halfmaanvorming en fibrineuse nekrose 
in die nier-arteriole getoon. Tipe-II glomerulonefritis was ’n 
wel-omskrewe toestand van geleidelike aanvang, wat die 
kenmerke van °n nefrose bied met algemene, blywende of 
herhaalde edeem, maar geen hematurie (of ’n onbeduidende 
hoeveelheid) nie. Herstel was seldsaam terwyl die dood 
uiteindelik as gevolg van sekondére infeksie of uremie met 
drukverhoging ingetree het. Ellis het daarop aanspraak 
gemaak dat daar histologiese verskille tussen die twee tipes 
bestaan het wat onderskei kon word gedurende welke stadium 
ookal. Die spesifieke kenmerke van tipe-II nefritis was die 
neerslag van ’n besondere hialien-materiaal in die glomerulére 
lusse. Gedurende die later stadiums, sodra die niere begin 
om in te gee, kon die kliniese indruk, wat deur hierdie tipes 
veroorsaak was, nie onderskei word nie, en die onderskeiding 
het alleenlik van die geskiedenis, wat dikwels afwesig was, 
afgehang. 

Ander outoriteite het, na sorgvuldige waarneming en 
oorweging, nie ten volle met Ellis se groepering saamgestem 
nie. Davson en Platt® het gereken dat hierdie klassifikasie 
klinies tot ’n groot mate met hulle gegewens ooreengestem 
het. Daarenteen het beide Enticknap en Joiner® en Clark* 
verskeie gevalle teengekom wat klinies nie deur hulle geklassi- 
fiseer kon word as behorende tot enige van tipes I of II nie. 
Voorts was ’n opsigtelike kenmerk van Ellis se indeling dat, 
aangesien twee verskillende aandoenings betrokke was, dit 
nie moontlik sou wees vir ’n geval om van tipe I na tipe II te 
ontwikkel nie. Daar skyn egter tans betreklike eenstemmig- 
heid te wees dat sodanige gevalle wat van ’n akute 
hemorragiese tot ’n uitgesproke nefrotiese stadium ontwikkel, 
glad nie *n seldsame verskynsel is nie. Dit mag selfs wees 
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EDITORIAL 


CLASSIFICATION OF NEPHRITIS 


One of the greatest perennial difficulties for medical students 
is this question of the classification of the different forms 
of nephritis. The clinical classification of glomerulo- 
nephritis of earlier days into ‘acute’, ‘subacute’ and ‘chronic’ 
had the merit of simplicity, but was then complicated by 
such terms as ‘interstitial’, ‘focal’, ‘non-embolic’, ‘ischaemic’, 
‘larval’ and the like. Furthermore it was not strictly accurate, 
since the great majority of cases of ‘subacute’ nephritis (i.e. 
with nephrosis) did not arise from ‘acute’ nephritis. 


Ellis' pointed out the essential difference between ‘acute 
nephritis’ (which he termed type 1) and the ‘subacute’ or 
nephrotic nephritis (type Il). Type I was characterized by 
acute onset, frequent antecedent infection and fairly rapid 
recovery. Certainly in some instances progressive or later 
chronic renal damage supervened. Histologically this 
Condition was likewise distinct, showing particularly glo- 
merular crescent formation and fibrinoid necrosis in the 
renal arterioles. Type II glomerulonephritis was a well- 
defined condition of insidious onset, presenting the features 
of a nephrosis, with generalized, persistent or recurrent 
oedema but no haematuria (or a minimal amount). Re- 
covery was rare, death eventually resulting from secondary 
infection or uraemia with hypertension. Ellis claimed that 
there were histological differences between the two types 
which were distinguishable at any stage. The specific features 
of type-II nephritis was the deposition of a particular hyaline 
material in the glomerular loops. In the later stages, when 
the kidneys started to fail, the clinical picture produced by 
these types was indistinguishable, and the differentiation 
depended solely upon a history which was frequently missing. 


After careful observation and consideration of Ellis’s 
grouping other authorities have not been in full agreement. 
Clinically Davson and Platt? considered that this classifica- 
tion fitted their observed data very largely. On the other 
hand both Enticknap and Joiner* and Clark‘ found several 
cases which they could not clinically classify as either type I 
or type I]. Furthermore, an outstanding feature of Ellis’s 
scheme was that, since two different diseases were involved, 
it would not be possible for a case to pass from type I to 
type II. There seems, however, to be fair agreement now 
that such cases, passing from an acute haemorrhagic stage 
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dat nefrotiese nefritis (tipe II) altyd deur ‘n stadium van 
akute nefritis (tipe 1) voorafgegaan word, maar dat laas- 
genoemde dikwels subklinies of onopgemerk plaasvind. 

Ellis se standpunt is ook op histologiese grondslag weerlé 
en by sommige niere is veranderinge, aanduidend van beide 
tipes nefritis, aangetref. Dit alles doen per slot van sake aan 
die hand dat die twee tipes nie volkome etiologiese entiteite 
is nie. Inderdaad skyn die behoud van Ellis se terminologie 
hoegenaamd van weinig waarde te wees. Die grootste 
waarde van sy oorweging van twee afsonderlike soorte 
glomerulonefritis het miskien berus by die aanduiding van 
die ontsaglike verskil in prognose tussen die twee. 

Watter klassifikasie moet dus vir algemene gebruik aanvaar 
word? ‘n Eenvoudige een kan skaars verwag word as ‘n 
mens in aanmerking neem dat beskadiging van die niere, 
bloedvate, buisies en nierliggaampies tot verskillende mate 
kan aantas en dat drukverhoging bv. beide nierbeskadiging 
kan veroorsaak of daardeur veroorsaak kan word. Ons moet 
dus eerstens oorweging skenk aan primére nieraandoening, 
nl. akute hemorragiese glomerulonefritis, chroniese edeemag- 
tige nefrotiese nefritis en terminale glomerulonefritis met 
ondoeltreffendheid van die niere. Dan is daar sekondére 
nieraandoening wat deur ‘n menigte verskillende faktore 
veroorsaak word, soos bv. drukverhoging, hartondoel- 
treffendheid, poli-arteritis nodosa, amiloied, gedissemineerde 
lupus erythematosus en subakute bakteriéle endokarditis. 
Waarskynlik die belangrikste van almal is infektiewe nier- 
aandoening, en meer besonder, chroniese piélonefritis. Daar 
bly ’n paar betwisbare entiteite oor, bv. akute fokale nie- 
emboliese nefritis en primére lipoide nefrose, wat wel erkenning 
as bepaalde toestande mag regverdig, of nie. Die ,nefrotiese 
sindroom’ is weliswaar ‘n nuttige kliniese benaming wat 
etlike verskillende nieraandoenings in die stadium waarin 
hulle sekere kenmerke in gemeen het, omvat. Hierdie 
kenmerke sluit in massiewe edeem, massiewe albuminurie, lae 
plasma-proteiene, hoé serum-cholesterol en die uitskeiding 
van vetgietsels in die urien. Hierdie aandoenings sluit 
glomerulonefritis, amiloide, diabetes, lupus erythematosus, 
sifilis en verskeie andere in. 
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into a fully nephrotic one, are not too rarely seen. It might 
even be that nephrotic nephritis (type II) is always pre. 
ceded by a phase of acute nephritis (type I), but that this js 
often subclinical or unrecognized. 

On histological grounds also Ellis’s position has been 
assailed, and in some kidneys changes indicative of both 
types of nephritis have been found. All this must suggest, 
ufter all, that the two types are not entirely aetiologically 
distinct. In fact there seems very little value in retaining 
Ellis’s terminology at all. The main value, perhaps, of his 
consideration of two distinct varieties of glomerulo- 
nephritis lay in the indication of the enormous difference in 
prognosis between them. 

What classification should, then, be adopted for general 
use? A simple one can hardly be expected when one con- 
siders that damage to the kidneys may affect blood vessels, 
tubules and glomeruli in varying degree and that hyper- 
tension, for instance, can both cause renal damage and be 
caused by it. We have, then, to consider, first of all, primary 
renal disease, viz. acute haemorrhagic glomerulonephritis, 
chronic oedematous nephrotic nephritis, and _ terminal 
glomerulonephritis with renal failure. Then we have-second- 
ary renal disease, caused by a host of different agents such 
as hypertension, cardiac failure, polyarteritis nodosa, amy- 
loid, disseminated lupus erythematosus and subacute bac- 
terial endocarditis. Perhaps most important of all, we have 
infective renal disease, most particularly chronic pyelo- 
nephritis. We are left with a few debatable entities such as 
acute focal non-embolic nephritis and primary lipoid ne- 
phrosis, which may or may not be specific conditions in 
their own right. The ‘nephrotic syndrome’, of course, is a 
useful clinical term embodying several different renal dis- 
eases in the phase in which they contain certain features in 
common. These features include massive oedema, massive 
albuminuria, low plasma-proteins, high serum-cholesterol 
and the passage of fatty casts in the urine. The diseases 
include glomerulonephritis, amyloid, diabetes, lupus erythe- 
matosus, syphilis and several more. 
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MULTIPLE CONSULTATIONS 


Since two opinions are better than one, three must be better 
than two, four than three and so on. It requires an effort 
on the part of the doctor to know when to stop and to 
realize that in multiple consultations he possesses one of the 
finest medical examples of the Law of Diminishing Returns. 
The situation is always a difficult one; the patient is not doing 
well and the diagnosis may be in doubt. It is at this stage that 
the relatives start looking askance at their doctor, the word 
‘consultation’ begins to crop up in the ever-lengthening 
series of conversations and discussions and after one or two 
of these consultations have taken place without apparent 
benefit, some relative, more bold or perhaps more impatient 
than the rest, suggests that several authorities be invited to 
consider and discuss the case simultaneously. The doctor is 
in a difficulty ; he knows that he still has the family’s confidence 


and he is well aware of their worries, but he also knows how 
futile the multiple consultation usually is and what little 
good generally results from it. However, he bows to the 
inevitable; the stage is set and the play commences. 

The first act finds the general practitioner early on the 
scene giving the patient a rather hurried last-minute examina- 
tion in the hope that he will find something that he has 
perhaps overlooked which will give him that missing clue 
which will resolve the situation. At the back of this worried 
doctor’s mind is the knowledge that several consultants will 
be coming shortly and will put all manner of questions to 
him; he would not like to be caught out. 

In Act II all the dramatis personae are assembled, the 
patient is in another room; he has_ been examined, 
re-examined, questioned and re-questioned. As each examina- 
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tion takes place, the examiner tries to put his personality 
across the very sick and rather weary man, a babel of dis- 
cussion arises, and the loud clear tone of the very sure young 
consultant who is very certain of himself, his opinion and 
his diagnosis rings out very clearly over the lower, more 
sedate and sober sounds of his senior colleagues. 

The final act of this drama is performed with considerable 
brio. The consultation finishes with the actors breaking up 
into groups of dissident opinions. Ultimately it is not the 


Basal-cell carcinoma is a variety of epidermoid carcinoma 
which is confined to the skin. The lesion usually occurs 
on the upper part of the face about the cheek, nose and ear, 
above a line drawn between the lobe of the ear and the 
angle of the mouth. It is, however, by no means confined 
to this region and may occur on other parts of the skin. 
It rarely occurs on the vulva, which is the reason for report- 
ing this case. 


CASE REPORT 


Mrs. F.M., aged 36 years, married for 17 years and having had 
2 children aged 15 and 11 years respectively, was admitted to 
hospital on 24 March 1955. She complained of having a lump on 
the vulva for 24 years. At first it appeared to be a blister and 
she thought that it was due to an injury, but after 6 months she 
noticed that it became a nodule. It was situated on the left side of 
the clitoris. Over the last 18 months it had slowly become bigger 
and more red in colour, but it was still only about 3 inch in dia- 
meter. She had never had any pain or irritation in it and she 
only consulted her doctor because she became worried about the 
lump which remained on the vulva for such a long time. She 
had no similar lumps on the body and her general health had 
always been good. 

The patient looked well and a general examination revealed 
no abnormality. There were no palpable glands. The vulva 
looked normal, but about } inch from the left side of the clitoris 
there was a nodule about 3 inch by ? inch in diameter. This was 
attached to the skin by a base of about 4 inch in diameter and 
was very easily movable from one side to the other. The surface 
of the nodule was red in colour and it had a granular appearance 
with a very thin layer of skin covering it. There was no induration 
\o be felt round the base of this lump. Vaginal and rectal examina- 
tions revealed no abnormality. 

A local excision of the nodule was done under a general anaes- 
thetic. The pathologist reported the tumour to be of low-grade 
malignancy and falling into the large group of basal-cell car- 
cinomas. He also stated that from the appearances of the skin 
the tumour had been removed jin toto. 

, {he patient was discharged on the 6th day and seen again on 
12 June 1955. The wound was well healed and there was no 
currence. Up to the present the patient had been well and has 
had no sign of recurrence. 


INCIDENCE 


Considering all that has been written on the subject of 
‘arcinoma of the vulva, it is surprising to find that the 
tasal-cell type of tumour has received so little attention. 
That the tumour is uncommon is unquestioned, yet it occurs 


S.A. TYDSKRIF VIR GENEESKUNDE 


381 


wisest opinion that carries the day, but that of the loudest, 
most positive and most persistent consultant. The actors 
depart and the general practitioner is left alone, a litile more 
befuddled, a little less certain of the outcome, but absolutely 
sure that time and money have been wasted. 

‘Two heads are better than one’; in difficult medical cases, 
the proverb stops at that. An alert general practitioner 
assisted by any serious medical consultant serves the interests 
of the patient best. 


BASAL-CELL CARCINOMA OF THE VULVA 
REVIEW OF THE LITERATURE AND REPORT OF A CASE 


Ruoperic W. A. Net, M.B., Cu.B. (CAPE Town), L.M. (Dust.), D.Opst.R.C.0.G., M.R.C.O.G. 
Formerly Registrar, Rotunda Hospital, Dublin 


with sufficient frequency to warrant special consideration. 
As it is difficult to get a series of these rare conditions, we 
have had to depend on the literature to find out the actual 
incidence of these cases, but unfortunately all cases are 
not reported. In reviewing the literature, I found only 
63 cases reported. 

Wilson (1941) stated that the condition was extremely 
rare as it had only been encountered 4 times in 66,000 surgical 
specimens at Duke Hospital in Durham. In 4,884 patients 
with cancer of gynaecological origin at the Memorial Hospital 
in New York between the years 1926 and 1943, 225 carci- 
nomas of the vulva were found—an incidence of 4-6%. 
Of these, 9 were basal-cell carcinomas or 4% of vulval 
malignancies (Smith and Pollock 1947). In the King’s 
County Hospital in the 10 years between 1940 and 1950 there 
were 4 cases of basal-cell carcinoma in 49 malignancies of 
the vulva—an incidence of 8%. The remaining were squa- 
mous-cell carcinomas of the vulva, except for one case of 
an intra-epithelial or Bowen’s tumour and one of an adeno- 
carcinoma of a Bartholin’s gland (Siegler and Green 1951). 
Wilson (1941) found 4 basal-cell tumours in 32 cases of 
carcinoma of the vulva—12-:5%. Richard Novak (1954) 
reported 3 cases out of 70 carcinomas of the vulva which 
had been treated at the University hospitals of Cleveland 
from 1924 to 1953, i.e. an incidence of 4-3%. Watson 
and Gusberg (1946) found 3 cases in 30 cases of carcinoma 
of the vulva, i.e. an incidence of 10%; Palmer (1949) re- 
corded 4 cases from a series of 313 carcinomas of the vulva, 
an incidence of 1-28°%,. 

Thus the incidence of basal-cell carcinoma of the vulva 
in hospital cases varies from 1 -28°% to 12-5°% of carcinomas 
of the vulva. We can however conclude from these figures 
that the condition is much more common than it is thought 
to be and the fact that only 63 cases have been reported in 
the literature, is not an indication of rarity. 


PATHOLOGY 


Krompecker introduced the term ‘basal-cell carcinoma’ to 
designate those squamous-cell tumours of the skin and 
mucous membranes which do not cornify. 

Bailey and Love (1943) define basal-cell carcinoma as a 
carcinoma originating in the basal cells of the skin or in 
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the cells of the sebaceous glands. It is generally believed 
to originate from the basal cells of the epidermis, but this 
is not accepted by all and several other theories have been 
put forward by different writers. Mallory (1910) demon- 
strated fibrils identical with those in the embryonic hair- 
follicles and championed the origin of basal-cell carcinoma 
from the hair-matrix cells. Haythorn (1931) also favoured 
this theory. According to Foot (1947) basal-cell carcinoma 
originates in distorted embryonal primordia of dermal 
adnexa rather than basal cells of the epidermis. Lever 
(1949) believed that basal-cell carcinomas are not carci- 
nomas, but are naevoid tumours (hamartomas) derived 
from arrested embryonal primary epithelial germ-cells. 
According to this theory, in accordance with the poten- 
tiality inherent in primary epithelial germ-cells to differ- 
entiate into sebaceous glands, apocrine glands and hair, 
differentiation in basal-cell carcinoma can be toward any 
of these. An explanation for the presence of primary germ- 
cells in adult skin, however, is lacking. Perhaps these are 
cellular rests or perhaps there is a retrogressive change in 
certain cells. 


Basal-cell carcinoma of the vulva is similar in nature 
and behaviour to the basal-cell carcinoma found in other 
areas of the skin. Two clinical types occur in the vulva, viz. 
(a) the nodular-ulcerative lesion, which includes the rodent 
ulcer, and (4) the superficial flat basal-cell epithelioma. 

(a) The first type appears initially as a waxy nodule 
which slowly increases in size, growing laterally rather than 
deeply. Later, ulceration takes place and the edges become 
rolled and pearly. At this stage the lesion is a rodent ulcer. 
Pigmentation may or may not be present. It extends locally 
and may involve the pubic bone. The lymph glands are not 
involved. (5) The superficial lesion is usually an erythematous 
patch which is slightly scaling but without an ulcer, though 
sometimes it may ulcerate superficially. 

Hunt (1948) describes a 3rd type, rare, which he calls 
metatypical carcinoma, and which may resemble basal- 
cell carcinoma in one portion of the tissue and squamous- 
cell carcinoma in another portion. This is also sometimes 
called basisquamous carcinoma. It should, however, not 
be included in basal-cell carcinoma of the vulva, as it has 
different clinical features and needs different treatment 
(see below). The prognosis, also, should be more guarded. 
Schreiner and Wehr (1934), in 118 cases of carcinoma of 
the vulva, cited one case of this mixed basal-cell epithelioma. 


Basal-cell carcinoma rarely metastasizes. These tumours 
grow very slowly and extend locally. Scattered islands may 
be found deep in the corium and even in the subcutaneous 
tissue. The carcinoma may also extend into the pubic bones. 
Review of the literature reveals about a dozen proved cases 
of metastases of pure basal-cell carcinoma in which both 
the original growth and the metastases were of basal-cell 
type. Some authors believe there is an error in diagnosis 
in these cases. Montgomery (1928) states that practically 
all such metastatic tumours will be transitional or basi- 
squamous-celled in character when examined carefully. In 
the basisquamous or metatypical type secondaries are more 
common and the tumour tends to have the features of the 
squamous-cell carcinoma of the vulva. 

Basal-cell carcinoma presents a characteristic histological 
picture. It consists of solid masses of darkly-stained cells 
which extend down into the dermis, although often no 
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connection with the epidermis may be seen in a given section, 
The cells do not have intercellular bridges and thereby 
differ from the basal cells of the epidermis. The columns 
extend down to a uniform level and their ends have an 
expanded club-shaped appearance. This gives the picture 
of a geographical arrangement of capes, bays and promon. 
tories. There is none of the eosin-staining so characteristic 
of epidermoid carcinoma, no cell nests and no cornification, 
There are usually no mitotic figures, but they may occur 
in the more rapidly growing form. Melanin pigment may 
be so abundant as to be misleading. Occasional variations 
in this uniform picture may occur; thus the structure may 
become lacy and cysts may form owing to oedema and 
liquefaction of the stroma. 


Differentiation of basal-cell carcinoma from squamous- 
cell carcinoma is usually easy, but it is extremely difficult 
in the basisquamous type of carcinoma. The basisquamous 
type resembles basal-cell carcinoma in one portion and 
squamous-cell in the other. |Squamous-cell carcinoma 
shows more atypicality and more mitotic figures. Pearl 
formation is also often seen. 


CLINICAL FEATURES 


Onset. This tumour is very slow growing and the onset is 
insidious. In the cases reviewed in the literature, the average 
time elapsing from the onset of symptoms to the patient's 
first seeking admission to hospital was 6-6 years. In the 
case reported it was 24 years. 

Age. Siegler and Green (1951) gave the average age as 
63 years. In their review of the literature the youngest 
patient was 42 and the oldest 86. It is interesting to note 
that our case report was only 36 years old. 


Symptoms, In the majority of vulval lesions many patients 
complain of a ‘sore’ on the external genitals with recurrent 
episodes of itching, burning on micturition, pain or bleeding 
for many years. The patient may however have no symptoms 
and only come to the doctor because of a persistent lump, 
as in the case reported. 

Signs. The site of predilection of this tumour on the 
vulva is the labium majus, as in the squamous-cell carci- 
noma, but it occurs on the labium minus as well. Thus 
one of Siegler and Green’s cases (1951) developed the lesion 
on the labium minus. The lesions are very slow growing 
and may be multiple. Regional metastases are rare, but 
local extension and recurrence with enlargement of the 
secondary lymph nodes due to infection, are characteristic 

Diagnosis. It is common amongst many practitioners 
not to treat pruritus vulvae in middle-aged women seriously 
and to discard it with medical nonchalance. However, any 
irritated or ulcerated lesion which does not yield to simple 
therapy should be subjected to biopsy by free excision, 4 
it is very difficult to diagnose these conditions on clinical 
grounds alone. Basal-cell carcinoma must be differentiated 
from inflammatory lesions and benign and other malignant 
tumours of the vulva. 


Treatment 


Treatment of these tumours has varied from simple 
excision or wide excision to unilateral and/or bilaterd 
vulvectomy, with or without bilateral dissection of the 
inguinal glands. Some have been treated with radium 
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X-ray therapy alone, or in combination with one of these 
surgical procedures. 

Malignant growths of the vulva are difficult to treat 
adequately by means of radiotherapy because the minimal 
lethal dose for the tumour cells is liable to produce necrosis 
and sloughing of the adjacent normal tissues. The risk of 
radiation burns has been considerably reduced by special 
techniques, but in general this form of treatment is of most 
value for growths so situated or so advanced as to be un- 
suitable for excision. The value of deep X-ray in the control 
of lymph-node involvement is debatable and the consensus 
of opinion favour surgical removal whenever this is feasible. 

Lamb (1953) states that in 20 years of experience he has 
had more trouble with the under-irradiated, infiltrative 
basal-cell lesions than with squamous-cell carcinoma of the 
skin. He advocates surgery for infiltrating basal-cell carci- 
nomas that have been improperly irradiated or are radio- 
resistant. 

Folsome (1940) treated his 6 cases by surgical extirpation, 
and 2 of these cases which he followed for 4 and 6 years 
respectively, showed no recurrence. 


Dermatologists have also recommended podophyllin, 
carbon dioxide and other caustics, but these have been 
discarded today. 

We may thus conclude that when a lesion of the vulva 
is found to be a basal-cell carcinoma it would appear, from 
the scant and incomplete reports and from the nature and 
behaviour of this lesion, wide local excision is the treatment 
of choice. In the metatypical type or the basisquamous type 
of carcinoma of the vulva, radical surgery, including dissec- 
tion of the inguinal glands, is the treatment of choice, for 
these glands are often involved. These tumours are very 
resistant to irradiation. 

Prognosis 

Basal-cell carcinoma of the vulva tends to occur in the 
age-group in which life expectancy is not long. This makes 
the assessment of the prognosis difficult. Another difficulty 
is the long time which occurs in most cases before they 
come under observation. In the series of cases found in 
the literature, this time was 6-6 years. 

Basal-cell carcinoma of the vulva seems to recur rather 
than to metastasize, and review of the literature seems to 
indicate that it carries with it a poor prognosis and appears 
to be a tumour of exceedingly dangerous character. In 
Wilson’s series of cases (1941), 36°% died before reaching 
the Sth year after the diagnosis was made. In many of 
his reported series, adequate follow-up of the cases was not 
presented; this applied to the other cases reviewed. Folsome 
(1940), however, followed up 2 of the cases which he had 
treated by surgical means for 4 and 6 years respectively 
and they showed no recurrence. 

We thus see that it is extremely difficult to judge the 
Prognosis of these cases, but the following factors may be 
ofimportance : 

|. The time which elapsed from the occurrence of the 
‘umour to the time of surgical excision. 

2. Whether adequate excision had been done when the 
‘umour was diagnosed. 


3, The rate of recurrence and whether these recurrences 
Were adequately treated. 
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4. The nature of the growth; many sections of the excised 
tumour should be studied, since one may find a squamous- 
cell element present. This would materially alter the prognosis 
and treatment should then be of a more radical nature. 


SUMMARY 


A case of basal-cell carcinoma of the vulva is reported 
and the literature on 63 other cases reviewed. 


The condition seems to be rare. The recorded incidence 
varies from 1-28°, to 12-5°% of cases of carcinoma of the 
vulva. 

Two different pathological types of pure basal-cell carci- 
noma are described; as well as a mixed basal-cell and squa- 
mous-cell type which simulates basal-cell carcinoma clinic- 
ally, but resembles squamous-cell carcinoma of the vulva 
in treatment and prognosis. 

The recorded age-incidence was from 36 to 86 years and 
the symptoms and signs so minimal that cases only came 
under observation in hospitals after an average lapse of 
6-6 years. 

The treatment suggested is wide local excision in the pure 
type of basal-cell carcinoma, with radical excision and 
removal of lymph glands in the mixed type. 

The prognosis is good if the tumour is excised in toto, 
if recurrences are treated adequately, if it comes under 
observation not long after its occurrence, and also if several 
sections of the tumour reveal no squamous-cell element. 


I wish to thank Mr. W. G. Mills, Womens’ Hospital, Birming- 
ham, for his permission to publish this case and also Dr. Claud 
Taylor, Womens’ Hospital, Birmingham, for his report on the 
pathological sections. 
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FOUR CASES OF MEGALOBLASTIC ANAEMIA OF PREGNANCY AND THE 
PUERPERIUM 


I. M. Patz, M.B., B.CH. (RAND) 
Middelburg (Transvaal) 


In this paper four cases of megaloblastic anaemia of preg- 
nancy and the puerperium in African women are described. 
The cases were admitted from outlying districts to the 
Middelburg Hospital, Transvaal, over a period of two 
years. Only two reports of this condition in the Union of 
South Africa can be traced (Cohen,' Adams and Wilmot?)— 
both emanating from large hospitals in the major cities of 
South Africa. It is felt that this report from a small country 
hospital will help to bring the condition to the notice of 
practitioners dealing with the African population. 

No reference to this condition in Europeans can be found 
in the South African medical literature, and in Europe it is 
also uncommon. Thompson and Ungley* report 45 cases 
seen in Newcastle over a period of 17 years. Clark* reported 
18 cases from Edinburgh over a period of 74 years. Israéls 
and Da Cunha® discovered 6 cases in 6 months in Man- 
chester and point out that the condition may be more com- 
mon than is generally believed. There are several reports 
from India (Kothari and Bende,* Chanduri’). Foy et al.*"' 
and Woodruffe'® have reported the condition from variou 
parts of Africa. : 

CASE HISTORIES 


Case 


C.M., aged 28, was admitted on 5 January 1954. She had had 
two previous normal pregnancies. Four weeks prior to admission 
she gave birth to a full-term infant. Soon after delivery a severe 
diarrhoea set in. There was progressive weakness, listlessness 
and breathlessness on exertion. The diarrhoea persisted through- 
out. She also complained of severe abdominal pain. There was 
no history of a post-partum haemorrhage. 

On examination, the patient appeared to be very ill. There 
was marked pallor of the mucous membranes and marked general- 
ized abdominal tenderness was present. The pulse rate was 110 
per minute and the temperature 100 F. At this stage a diagnosis 
of puerperal sepsis with associated anaemia was made. The 
patient was given a succession of antibiotics, including penicillin 
and terramycin. The diarrhoea was treated with succinylsul- 
phathiazole, sulphadiazine and various astringent mixtures, to 
which there was no response. Intravenous iron and intramuscular 
liver therapy were given for the anaemia, but the patient’s con- 
dition continued to deteriorate. 

On 3 February 1954 a bone-marrow examination revealed the 
presence of a well-marked megaloblastic erythropoiesis. The 
patient was given 40 mg. of folic acid daily. There was a prompt 
response. The pyrexia subsided, diarrhoea disappeared and 
anaemia improved. She was discharged one month later on 
folic acid and oral iron, as the red cells at this stage showed a 
tendency to hypochromia. 

On 22 January 1954 the blood count was as follows: Hb. 2-2 g. 
per 100 ml., red cells 780,000 per c.mm., M.C.V. 89 cu. microns., 
M.C.H.C. 31°4%. At this stage intravenous iron therapy was 
commenced and given daily. There was a slight improvement 
initially, but this was not sustained. 

On 1 February 1954 Hb. 5-3 g.°., r.b.c. 1,730,000 c.mm, 
M.C.V. 89 cu. microns, M.C.H.C. 35-2°%. 

On 3 February 1954 the bone-marrow examination revealed 
8-8°, megaloblasts. Giant staff cells were also present. Folic 
acid orally in doses of 40 mg. daily was commenced. 

On 8 February 1954 the reticulocytes were 4°, on 
10 February they had increased to 25°,, on 14 February they 
fell to 15°%, and on 18 February to 5°. 

On 6 March 1954, the Hb. was 11-3 g.°%, red cells 3,860,000 
per c.mm. M.C.¥V. 93 cu. microns, M.C.H.C. 31%. As the red 


cells showed a tendency to hypochromia, she was given orl 
iron in addition to the folic acid. When the patient was seen 
two years later, she had had no relapse and was in normal health, 


Case 2 

L.M., primapara aged 20 years, was admitted to hospital 3 
weeks prior to delivery date. She complained of breathlessness 
on exertion, increasing tiredness and slight swelling of the feet, 
A harsh systolic murmur was heard at the apex and the patient 
was considered by the attending physician to be in incipient cardiac 
failure, due to valvular disease. She was delivered normally in 
hospital and was sent home a few days after delivery. On 5 Decem- 
ber 1955, four weeks after delivery, she was readmitted to hospital. 
By now the patient was bedridden owing to severe weakness and 
breathlessness. On examination there was marked pallor of the 
mucous membranes, slight venous engorgement of neck veins 
and oedema of the sacrum and feet. Her pulse rate was 120 per 
minute and the temperature was 101°F. A systolic thrill was 
palpable at the apex and a harsh systolic murmur was heard 
over this area. The apex beat was felt just outside the mid-clavi- 
cular line. The liver edge and the spleen were just palpable, the 
latter on deep inspiration. A diagnosis of megaloblastic anaemia 
of the puerperium was made and this was confirmed by finding 
numerous megaloblasts in the peripheral blood as well as in the 
bone marrow. 

X-ray examination of the heart showed slight generalized 
cardiac enlargement. 

7 December 1955 Hb. 3-4 g./100 ml., red cells 1,870,000 per 
c.mm., white cells 2,000 per c.mm. Reticulocytes 1-3°%. Numer- 
ous megaloblasts were seen in the periphera! blood smears. The 
bone-marrow examination revealed an erythroid hyperplasia with 
megaloblastic changes. Giant myeloid cells were present. Folic 
acid, 40 mg. daily, was given orally. 

12 December 1955, Hb. 4-5 g.°%, red cells 1,130,000, reticulo- 
evtes 20-5°,. 

14 December 1955, Hb. 5-5 g.°%, red cells 2,180,000, reticulo- 
cytes 13-4°%. 
mA. December 1955, Hb. 7 g.°%, red cells 2,460,000, reticulocytes 

The patient was discharged on 23 December 1955 and was 
given folic acid to continue at home. She was seen again in March 
by ae perfect health. On 12 March 1956 Hb. 12-4 g.%, r.b«. 


Case 3 


E.M., a multiparous African woman, was admitted on 10 
November 1955. Two months previously she gave birth to a full- 
term infant. Soon after delivery she felt tired and listless and this 
had been getting progressively worse. Three weeks prior to 
admission her left leg became painful and swollen. 

On examination the patient was found to be very ill. The pulse 
rate was 112 per minute and the temperature was 100-4°F. There 
was marked swelling of the whole of the left leg with a positive 
Homan’s sign. The mucous membranes were pale. She was 
regarded as a case of post-puerperal deep-vein thrombosis and 
was treated with penicillin and heparin by intermittent injection. 
Her general condition deteriorated and as pyrexia continued she 
was given terramycin but still remained pyrexial. While on heparin, 
she developed a painful swelling of the right calf and a positive 
Homan’s sign. The swelling increased to involve the whole 
the right leg. 

On 27 November 1955 her left arm became painfully swollen 
with pitting oedema from shoulder to hand. It was now felt that 
she had developed a thrombosis of the axillary vein as well. Al 
this stage the patient was practically moribund. In view 0 
anaemia she was given ferriven intravenously and vitamin By 
in doses of 100 micrograms daily. ‘ 

On 7 December 1955 the blood count revealed a Hb. of 7°68: » 
red cells 2,800,000 per c.mm. and white cells 17,400, of which 
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90% were polymorphonuclear leucocytes. The stained red-cells 

showed the presence of macrocytosis, microcytosis and diffuse 

polychromasia. There were 7 normoblasts per 200 leucocytes 


ed. 

e 10 December 1955 a bone-marrow examination revealed 
megaloblasts in all stages of development. A few giant myeloid 
cells were also reported. Folic acid in daily doses of 40 mg. was 
iven orally. 

Fon 14 December 1955 the Hb. was 8-1 g.°%, red cells 3,300,000. 
At this stage iron was added to the folic acid in view of the rise 
in the total numbers of red cells with no corresponding rise in 
the haemoglobin. 

On 17 December 1955 the reticulocytes were 6-4°,. There was a 
steady improvement in the condition and by 6 January 1956 the 
Hb. was 10-5 g.%, red cells 3,820,000 and reticulocytes 7°%. 
At the time of discharge from the hospital there was only slight 
residual oedema of arm, but the oedema of both legs was still 
marked. 


Case 4 

K.M., aged 36, was admitted on 24 September 1955 in a semi- 
comatose state. The patient was delirious and the history was 
obtained from her relatives One week prior to admission, she 
had had a six month’s miscarriage. She had been ill for one month 
before this. On admission the patient had a temperature of 
101°F and pulse rate of 116 per minute. The mucous membranes 
were very pale. The uterus was easily palpable and the patient 
resented abdominal palpation. It was felt that she was suffering 
from a septic abortion with associated anaemia, possibly due to 
haemorrhage. She was given a transfusion of 500 c.c. of blood 
and penicillin therapy was commenced. Her condition deteriorated 
inspite of added antibiotics, such as terramycin and streptomycin. 
In view of the anaemia vitamin B,, was given daily from 7 October 
1955, in doses of 100 micrograms. An improvement in the con- 
dition was apparent in 48 hours. On 17 October 1955 seven 
days after commencement of vitamin B,, therapy, a bone-marrow 
examination was done, as it was then felt that the response to 
therapy could only be explained on the basis that the patient 
was suffering from a megaloblastic anaemia. The bone-marrow 
showed the presence of a few intermediate megaloblasts and some 
giant myeloid cells. Treatment had obviously altered the bone- 
marrow picture, but there were still megaloblasts present. Pre- 
vious blood examinations were as follows: 

6 October 1955. Hb. 4-3 g.°%. The stained red-cells showed a 
tendency to macrocytosis. The cells showed considerable aniso- 
cytosis and poikilocytosis. On 13 October the Hb. had risen to 
7:2 g.% and red cells to 3,060,000. The patient’s condition con- 
— to improve gradually until discharged from hospital as 


DISCUSSION 


The symptoms and signs of megaloblastic anaemia of preg- 
nancy and the puerperium are those of any anaemia, there 
being no specific symptoms or signs. The diagnosis depends 
on finding megaloblasts in the peripheral blood or bone 
marrow. However, as all four cases were incorrectly diag- 
nosed at first, it is intended to discuss only those points 
which led to the difficulty in diagnosing these cases. 

In spite of the anaemia being noted on admission, the 
exact diagnosis was missed in all. Two of the patients were 
admitted as cases of puerperal infection, one was diagnosed 
a a case of cardiac failure due to valvular heart disease 
and the other presented as a case of puerperal deep-vein 
thrombosis. 

All the cases presented with pyrexia and this was one 
of the signs that led to misdiagnosis. Thompson and Ungley* 
Teported that some of their cases showed a febrile reaction, 
which responded to specific therapy only. They also noted 
that the presence of fever led to errors in diagnosis, especially 
in those cases where fever was prominent. In all four cases 
described above the pyrexia responded only when the specific 
ant-anaemic therapy was instituted. 


Abdominal pain was prominent in two of the cases and 
together with the presence of pyrexia was taken to indicate 
a puerperal pelvic infection. The presence of abdominal 
discomfort amongst other abdominal symptoms has been 
noted by Adams and Wilmot.? Severe diarrhoea occurred 
in case 1, and this did not respond to any antibiotics, but 
stopped dramatically when folic acid was given. Adams 
and Wilmot? found diarrhoea present in 5 of 11 cases pre- 
senting with abdominal discomfort. Thompson and Ungley* 
found diarrhoea present in 2 of their series of 45 cases. 

The one case that presented during pregnancy (case 2) 
was diagnosed as suffering from a cardiac condition as all 
her symptoms and signs pointed to disease of the cardio- 
vascular system, viz. increasing breathlessness on exertion, 
oedema of the feet, slight cardiac enlargement, engorgement 
of the neck veins and the presence of a harsh apical systolic 
murmur. Thompson and Ungley* found symptoms and 
signs referable to the circulatory system to be common. 
Of 45 cases, 27 had oedema of the ankles, 26 had an apical 
systolic murmur and there was lateral displacement of the left 
cardiac border in 12 cases. Adams and Wilmot? found 
9 cases with gallop rhythm and 7 of their cases showed 
moderate cardiac enlargement on X-ray. Systolic murmurs 
were present in all their cases, usually blowing in character 
and maximal in the pulmonary area. In one of their cases 
the murmur was harsh and accompanied by a systolic thrill 
as in case 2 above. 

The occurrence of progressive thrombosis in case 3 in 
spite of anti-coagulant therapy makes one feel that the 
anaemia was a contributory factor to this clotting tendency, 
possibly as a result of damage due to disturbed nutrition 
of the vascular endothelium. 

All four cases were diagnosed in the puerperium, although 
case 2 presented herself during the last month of her preg- 
nancy. All five of Cohen’s cases were seen during the puer- 
perium and only 7 of the 45 cases seen by Thompson and 
Ungley* were seen during pregnancy. Israéls and Da Cunha® 
maintain that many more cases could be diagnosed during 
pregnancy if a special effort was made, and report 6 cases 
discovered in a period of 6 months, 4 of these being found 
during pregnancy. 

The diagnosis depends on finding megaloblasts in the 
peripheral blood or in the bone marrow. In one of the cases 
described in this paper megaloblasts were found in the 
peripheral blood. Adams and Wilmot? found megaloblasts 
in the peripheral blood in 6 of 14 cases. The diagnosis is 
suggested by the presence of a macrocytic anaemia during 
pregnancy or the puerperium, but should be suspected even 
where the blood picture points to an iron-deficiency anaemia 
and the response to specific iron therapy fails (Adams and 
Wilmot).* 

The two types of anaemia may occur together and in 
cases | and 3 an associated hypochromic peripheral blood 
picture was revealed. Full response was obtained only when 
both deficiencies were treated. Clark* found evidence of 
iron deficiency in 6 of 18 cases. He further points out that 
examination of the stained peripheral blood-film often 
failed to suggest the nature of the anaemia. Macrocytosis 
was seen in only 6 of the 18 cases described by him. Thomp- 
son and Ungley* point out that a degree of iron deficiency 
is frequently found in untreated cases, whereas this is rarely 
found in the untreated cases of pernicious anaemia. 

In the four cases above, one case (case 4) responded to 


en oral 
vaS seen 
| health, 
spital 3 
ilessness 
the feet. 
> patient 
t cardiac 
mally in 
Decem- 
hospital. 
ness and 
wr of the 
ck veins 
120 per 
rrill was 
as heard 
1id-clavi- 
able, the 
anaemia 
y finding 
as in the 
neralized 
),000 per 
Numer- 
ars. The 
asia with 
it. Folic 
reticulo- 
reticulo- 
culocytes 
and was 
in March 
d on 10 
to a full- 
; and this 
prior to 
The pulse 
F. There 
a positive 
She was 
bosis and 
injection. 
inued she 
n heparin, 
a positive 
whole of 
y swollen 
y felt that 
well. At 
ew of the 
tamin By 
7-68.’ 
of which 


vitamin B,., one case (case 3) failed to respond to vitamin 
B,., but responded to folic acid, while cases 1 and 2 responded 
to folic acid dramatically, after parenteral liver therapy had 
failed in case 1. Vitamin B,, was not administered to these 
two cases. In temperate climates vitamin B,, has been 
found to be of no avail (Thompson and Ungley,? Clark,°, 
Ungley and Thompson,'* Day et a/'*). Chauduri,’ however, 
treated 16 cases of megaloblastic anaemia in India success- 
fully with vitamin 


The findings in this paper correspond to those of Cohen* 
and Adams and Wilmot® in that response in South Africa 
is variable, and that either vitamin B,, or folic acid may be 
effective with folic acid probably being the drug of choice, 
as it is in Britain. 


SUMMARY 


1. Four cases of megaloblastic anaemia of pregnancy 
and the puerperium occurring in a country hospital over a 
period of 2 years are described. The diagnosis was confirmed 
by bone-marrow examinations in all cases. 

2. One case responded to vitamin B,,. two cases were 
treated successfully from the outset with folic acid, and one 
case failing to respond to vitamin B,, responded to folic 
acid. 

3. In any anaemia occurring in the African during preg- 
nancy and the puerperium, megaloblastic anaemia must 
be kept in mind, irrespective of whether the peripheral 
blood picture is macrocytic or not. 

4. The difficulties in diagnosis of these cases are discussed; 
One must not be misled by associated symptoms and signs, 
such as pyrexia, diarrhoea and abdominal pain. 
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_ I wish to express my appreciation to Dr. W. Blignaut, Super. 
intendent of the Middelburg Hospital, for permission to publish 
this report, as well as to the various doctors under whose service 
these patients were admitted and who so kindly consented to 
studying the cases. I wish to thank Dr. James Murray of the 
South African Institute for Medical Research and Dr. S. Holman 
for their help and criticism in the preparation of this paper, Ajj 
laboratory investigations were done by the S.A.I.M.R. 
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ADDENDUM 


Since this manuscript was prepared, 7 cases of megaloblastic 
anaemia of pregnancy diagnosed in European women attending 
the Queen Victoria Maternity Hospital, Johannesburg, have 
been described by Adno. These are the first recorded cases in 
European women in this country. 


Reference: Adno, J. (1957): S. Afr. Med. J., 1, 10. 


ALLEGED DANGERS OF PENICILLIN IN POLIOMYELITIS VACCINE 


R. TURNER 
Senior Pathologist and Adviser in Pathology to the Union Health Department 


The South African Poliomyelitis Vaccine has been subjected 
to a certain amount of local adverse criticism. Some of this 
criticism, to my mind, has been ill-founded and lacking in per- 
spective probably owing to a faulty appreciation of the full facts. 
The latest criticism is that the traces of penicillin which may be 
present in the vaccine may induce penicillin sensitivity in sus- 
ceptible children or precipitate serious allergic reactions in those 
who unfortunately have already become sensitized to this anti- 
biotic. As judged from questions which have recently been put 
to me frequently, many medical practitioners and members of 
the lay public have formed, from these criticisms and newspaper 
articles based on them, an impression that the South African 
vaccine may contain potentially harmful amounts of penicillin 
and that the American vaccine is free of such hazards. This is 
an erroneous impression which has been responsible for causing 
much unnecessary disquiet amongst both doctors and patients 
and which has injured the prestige of the South African Polio- 
myelitis Research Foundation. In this letter I am therefore at- 
tempting to give a fair and balanced view of the situation as I 


see it. 

in the USA, Britain and South Africa, and presumably in 
many other countries, the processing, as well as the safety and 
potency testing, of the vaccine is strictly controlled by government 
regulations, viz: the Minimum Requirements of the US Depart- 
ment of Health, Education and We'fare; the Therapeutic Sub- 
stances Regulations of the United Kingdom Government; and 
our own Therapeutic Substances Regulations framed under the 
Medical Dental and Pharmacy Act. Our regulations relative 


to poliomyelitis vaccine, though they have been drawn up and 
the South African Medical and Dental Council has been recently 
consulted thereon, have not yet been promulgated. Nevertheless, 
these regulations, which like the British are founded on the Ameri- 
can Minimum Requirements and differ from the latter in no 
essential detail, have been complied with by the South African 
Poliomyelitis Research Laboratory, and every batch of vaccine 
so far issued by that laboratory has met the requirements of these 
regulations to the satisfaction of the Expert Advisory Committee 
appointed by the Hon. the Minister of Health to review all the 
safety and potency tests carried out on every batch of vaccine 
prepared by that laboratory. 
The basic procedures for the manufacture of poliomyelitis 
vaccine, as prescribed in all the abovementioned regulations, 
are as follows: Monovalent suspensions of suitable strains of 
all three immunological types of the polio-virus are first grown 
in artificial tissue-culture consisting of a suitable nutrient fluid 
in which are viable cells obtained from the kidneys of healthy 
monkeys. If these suspensions are of suitable strength, they are 
inactivated by treatment with 1 in 4,000 formalin solution’ (USP) 
of a pH of 7-0 or somewhat over, at 37-5°C, for a period of not 
less than 9 days. These monovalent suspensions are then mixed, 
in approximately equal quantities, to form the trivalent vaccine 
to which a suitable bacteriostatic, e.g. phemerol, is added in 
appropriate quantities. 
In order to assist in the prevention of bacterial contamination 
of the culture medium, all the regulations (American, British 
and South African) allow for the addition of not more 


of its cultu 
the Parke 
formation 
received in 
labels) add 
As judged 
Internation 
the full an 
precise am 
facturers I 
Unfortur 
of several 
biotics are 
processing 
no doubt, 
those critic 
It is, the 
to the cult 
vaccine by 
(6) that the 
200 units p 
Penicillir 
penicillin ¢ 
tainly not a 


and partial 
polio-virus 
What is 
medium ? 
Penicillin 
is an unsta 
penicilloic 
various fac 
of 6-5 anc 
traces of he 
curve, the : 
is reduced 
The nutrie1 
and then t 
malin is a 
the phenol 
7-4. The | 
Penicillin 
nearly 3 w 
be expectec 
be further 
the variabl 
facture of | 
Theoretic 
originally ; 
finished va 
Thus, 
sponsible } 
testing of 
could be tr 


386 | 20 April 
200 units c 
of the med 
use of this 
biotics add 
by these 1 
Research I 

does not 
serious sen: 

: a who are gi 
200 units 
Though | 
be associat 

vaccine is 
responsible 
turbed abo 

The Feders 
held its 6- 
Johannesbr 
Council (D 
8 mor 


20 April 1957 


200 units of penicillin and 200 mcg. of streptomycin to each c.c. 
of the medium. As far as I am aware, all manufacturers make 
yse of this provision, though the actual amounts of the anti- 
biotics added may be less than the maximum amounts allowed 
by these regulations. Thus, the South African Poliomyelitis 
Research Laboratory adds 100 units of penicillin to each c.c. 
of its culture medium. This is the same amount as is added by 
the Parke Davis Co. to its medium as judged from printed in- 
formation on the packings of a consignment of this vaccine recently 
received in the Union. It is also the amount (according to sample 
labels) added by Merck, Sharp and Dohme to their vaccine. 
As judged from the sample labels received from the Eli Lilly 
International Corporation some months ago, this firm is adding 
the full amount of 200 units of penicillin to its medium. The 
precise amounts used by British and other American manu- 
facturers | do not at present know. 

Unfortunately the information supplied with the packings 
of several manufacturers does not make it clear that the anti- 
biotics are added to the culture media for growing the virus for 
processing into vaccine and not to the finished vaccine. This. 
no doubt, has caused some misunderstanding in the minds of 
those critics who are not familiar with the manufacturing process. 

It is, therefore, clear (a) that penicillin may, by law, be added 
to the culture medium used to grow the virus for preparing the 
yaccine by American, British and South African producers, and 
(b) that the amount that may be added is very small—less than 
200 units per c.c. 

Penicillin is of small molecular size; the molecular weight of 
penicillin G. being 333-4. Penicillin, therefore, is almost cer- 
tainly not a full antigen but a partial antigen or hapten. Penicillin 
does not appear to possess strong antigenic qualities in that 
serious sensitization to penicillin only develops in very few persons 
who are given large and repeated doses of this antibiotic. 

200 units of penicillin G. (0-000125 g.) is a very small dose. 

Though doubtless well aware of the serious dangers that may 
be associated with penicillin sensitization and that poliomyelitis 
vaccine is intended for large-scale mass vaccination of children, 
responsible world authorities do not appear to be unduly per- 
turbed about adding this small amount of this relatively weak 
and partial antigen to the culture medium for the growth of the 
polio-virus that is to be processed into vaccine. 

What is the fate of the penicillin that is added to the culture 
medium ? 

Penicillin G, the form of penicillin added to the culture medium, 
is an unstable substance which hydrolyses in watery solution to 
penicilloic acid. The rate of this break-down is influenced by 
various factors. It is accelerated by heat, by pH values in excess 
of 6-5 and by the presence of such substances as cystein and 
traces of heavy metals. As judged from a study of its dissociation 
curve, the strength of an aqueous neutral solution of penicillin G 
is reduced by almost 90°% after 10 days incubation at 37-5°C. 
The nutrient fluid in which first is grown the monkey renal cells 
and then the virus and in which the latter is inactivated by for- 
malin is a complex solution which, as judged by the colour of 
the phenol red in samples of the vaccine, has a pH value of about 
7-4. The period of incubation of this fluid, after addition of the 
Penicillin until completion of the inactivation of the virus, is 
nearly 3 weeks. Only traces of active penicillin may, therefore, 
be expected to survive this incubation process. These traces will 
be further diminished by storage at a lower temperature for 
the variable period that elapses between completion of manu- 
facture of the vaccine and its administration to patients. 

Theoretically, therefore, only a trace of the active penicillin 
originally added to the culture medium should remain in the 
finished vaccine. That this is so has been proved experimentally 
Thus, during a recent visit to London, I was informed by a re- 
sponsible British scientist, who was directly connected with the 
testing of the vaccine, that no significant amount of penicillin 
could be traced in the vaccine. At the Government Pathological 
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Laboratory at Cape Town, Dr. J. Mullen, pharmacologist to 
the Union Health Department, in a preliminary investigation, 
found, by proved reliable methods, that there were less than 
5 units of active penicillin per c.c. in samples both of South African 
and American vaccine. 

There is also strong clinical evidence to indicate that such 
traces of penicillin as may remain in the vaccine are of no signific- 
ance. The Francis Report on the famous 1954 Field Trials of 
the Salk Vaccine, in which nearly half a million children received 
3 inoculations, does not specifically go into the question of re- 
actions to penicillin but merely states that immediate reactions 
were singularly few and mild in character. 

In official information recently supplied to the Union Health 
Department by Eli Lilly International Corporation (by far the 
largest manufacturers of poliomyelitis vaccine in the world) the 
following statement is made: ‘Reactions to the vaccine during 
the 1954 immunization program were not notable. Many allergic 
children, some with known penicillin sensitivity, did not develop 
immediate reactions to skin tests with this vaccine and, with the 
exception of one case of urticaria, did not suffer untoward effects 
from the routine inoculations.” 

To the question, ‘Is there any evidence that children receiving 
the Salk vaccine will not be sensitive to the use of penicillin and 
streptomycin ?’, the following answer is given in the Journal of 
the American Medical Association (Vol. 158, p. 1406, 1955): ‘It 
is difficult to answer a question such as this in absolute terms; 
one can merely state that, in terms for dermal reactivity of about 
150 children who had been vaccinated seven months earlier, 
there was no indication of the development of sensitivity as demon- 
strated by skin test. Furthermore, thousands of children have 
received primary immunization followed by secondary immuniza- 
tion about a year later. Thus far there have been no indications 
of the development of sensitivity to penicillin and streptomycin 
as indicated by the appearance of untoward reactions to the 
vaccine.” 

Dr. J. P. de Villiers, Medical Officer of Health to the Cape 
Divisional Council, has personally informed me that no reactions 
to penicillin occurred amongst the 15,000 children in his area 
who recently received inoculations with the South African vaccine. 

Several medical practitioners have informed me that, without 
special precautions, they have given inoculations of South African 
vaccine to children known to be sensitive to penicillin without 
any untoward reactions following. 

If the traces of penicillin that may remain from the culture 
medium in the vaccine are too small to produce discernible re- 
actions in children sensitized to penicillin, | would strongly doubt 
whether they are capable of provoking a significant degree of 
sensitization. 

I am well aware of the dangers of serious penicillin sensitization, 
having been officially called upon to investigate several deaths 
due to ‘penicillin reactions’ but I think, on the basis of the theoreti- 
cal, experimental and clinical evidence that I have outlined, that 
the potential dangers of traces of penicillin in poliomyelitis vaccine 
have been grossly exaggerated in South Africa, and unfairly so 
in regard to the South African vaccine. Such traces of penicillin 
as may remain in all makes of poliomyelitis vaccine constitute 
no real hazard to children requiring to be vaccinated. The im- 
portant protective benefits of the vaccine, which have been proved 
by the great American field trials to be over 60°% effective in 
preventing paralytic complications to this disease—-a conclusion 
which subsequent experience with the vaccine appears to have 
amply confirmed—far, far outweigh any theoretical and most 
remote dangers of penicillin sensitization caused by the vaccine. 

I considered it is necessary, in the interests of public health, 
to allay unwarrantable fears that have arisen amongst South 
African medical practitioners about the safety of this valuable 
vaccine—whatever its origin of manufacture. 

This article is published with the permission of the Secretary 
for Health. 


. HALF-YEARLY MEETING OF “FEDERAL COUNCIL 


The Federal Council of the Medical Association of South Africa 
held its 6-monthly meeting at Medical House, Esselen Street, 
Johannesburg, on 27-29 March 1957, the Chairman of Federal 
Council (Dr. A. W. S. Sichel) presiding. The meeting extended 
‘nto 8 morning, afternoon or evening sessions. 


There were 51 members present, including the President of 
the Medical Association of South Africa (Dr. J. S. du Toit), the 
Hon. Treasurer (Dr. J. D. Joubert), and the Vice-chairman of 
Federal Council (Dr. J. D. Struthers), who took the chair from 
time to time. Ten members of Federal Council were absent, 
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3 being replaced by proxy members (included in the 51). The 
Council resolved to send letters of good wishes to Prof. J. Black 
and Dr. M. Peskin, who were absent on account of illness. 


ECONOMICS OF MEDICAL PRACTICE 


The Executive Committee reported that when the members of 
the Sub-committee on the Economics of Medical Practice (‘the 
Shapiro committee’) resigned and Federal Council referred the 
matter to the Executive Committee, who were to receive all the 
documents of the Sub-committee and deal with the matter as 
they thought best, the Chairman of Federal Counci! had suggested 
that the Executive Committee should appoint an ad hoc com- 
mittee in Cape Town to examine the papers and report. 

This was done, and the report* of the ad hoc Committee was 
before Federal Council at this meeting. In presenting the report 
Dr. A. Landau said it foreshadowed a scheme of building on 
existing medical aid societies. He spoke of the valuable work 
Mr. T. B. McMurray had done in conjunction with existing 
societies. 

A long debate ensued. Dr. M. Shapiro said he looked upon 
the schemet propounded by his Sub-committee as dead. It could 
have succeeded only with the whole-hearted concurrence of the 
leaders of the Association. The matter ought to be taken up where 
his Sub-committee had left off. It would, in his opinion, be absurd 
to jump into action on the report of the new (ad hoc) committee. 
Similar views were expressed by other Southern Transvaal mem- 


rs. 

Other members supported the view that it was desirable that 
smaller medical aid societies should amalgamate in order to 
reduce the administration costs, and were in favour of a confer- 
ence with representatives of all societies. The medical profession, 
it was suggested, should participate in the control of the societies, 
particularly in order to prevent over-visiting and over-billing. 

Dr. Struthers said that, speaking as a general practitioner, 
he considered that not enough attention had been given to the 
economic position of the general practitioner, either by the Shapiro 
committee or in the report of the ad hoc Committee. The last 
word had not been spoken on this matter. Medical economics 
was a wider subject than medical aid societies. He estimated 
that there were in private practice 1,000 specialists and at least 
3,000 general practitioners. Of medical aid fees 45°, went to 
the specialists and 55°, to GPs (i.e. 45° went to 25° and 55°% 
to 75%). The recent increase in medical aid fees would go mostly 
to specialists. Medical aid societies were for the specialists; it 
was not necessary to insure against GPs’ fees. In the past, and 
still in outlying places, the GP earned his living not so much from 
his 5s. or 10s. 6d. visiting fees as from his 2gn. or Sgn. or 10gn. fees 
for medical or surgical procedures. In the larger towns he was 
today largely restricted to his visiting fee, which did not even 
repay him for the physical effort expended. 

Dr. T. Schneider proposed that the Association should ap- 
proach the Federated Chambers of Commerce and of Industry 
to ascertain whether a medical aid or insurance scheme might 
be launched, with the public and the profession represented on 
the controlling body. Dr. L. O. Vercueil said he would rather 
confer with the Council of Medical Aid Societies, who were the 
people who understood the subject. 

Finally Dr. Sichel moved to set up a committee sitting in Pre- 
toria to consider, in the light of the work of the Sub-committee 
on the Economics of Medical Practice and the report of the ad 
hoc Committee, what further steps should be taken to institute 
a medical aid plan that could be supported by the Medical As- 
sociation. This was passed nem. con., and the following members 
were appointed to the new committee: Drs. G. T. du Toit, J. G. A. 
du Toit, B. Epstein, M. Shapiro, J. H. Struthers, W. Waks (con- 
vener) and F. Ziady. 


CONTRACT PRACTICE 


Medical Aid Tariff 

The Central Committee for Contract Practice reported that a 
new tariff had been negotiated with the Advisory Council of 
Medical Aid Societies, which, Dr. Vercueil stated, it was hoped 
would come into operation on | July 1957. The new tariff was 


* Published at p. 386 of this issue of the Journal. 
+ S. Afr. Med. J. (1956): 30, 460. 
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accepted by Federal Council at this meeting. It will in due course 
be published for the information of members. It includes a 
increase in specialist fees, together with a ceiling of £85 for Opera- 
tions or treatment to any one patient for one illness. The accept- 
ance of the new tariff was subject to a condition by the societies 
of its stabilization for 3 years except as regards general practi. 
tioners’ consultation and visiting fees. 

The new consultation and visiting fees for general practitioners 
are as follows (the special fees for Johannesburg refer to the 
Johannesburg municipal area only and are subject to the con- 
dition that no mileage fees are to be charged): 

Consultations in rooms, 12s. 6d. (Johannesburg 15s. 0d.), 

Visits to residence, nursing homes and hospitals, 15s. Od. (Jo- 
hannesburg 17s. 6d.). 

Subsequent visits at nursing homes and hospitals to be usual 
fee per visit or £3 15s. Od. per week (Johannesburg £4 7s. 6d.) 
whichever is less. i 

Night visits (i.e. calls received and made between 7 p.m. and 
7 a.m.), £1 15s. Od 

Confinements, including pre- and post-natal care, not ex- 
ceeding £15 15s. Od. (the fee for normal cases of multiple birth 
to be the same as for single births). 

Consultations: 

(a) With a GP as the consultant, fee to GP requesting 
consultation—usual consultation fee; 
Fee to GP acting as consultant (providing he is not a 
partner or assistant), £1 Ils. 6d. 
(6) With a specialist as the consultant, fee to the GP re- 
questing the consultation, £1 Ils. 6d. 

When more than one patient in the same household is attended 
for the same condition at the same visit or consultation, the 
tariff fee shall be charged for the first patient and 50°, of this 
fee for each subsequent patient. 

A schedule of fees for special procedures by general practi- 
tioners is also included in the new tariff. 

The tariff for visits and consultations falls short of the schedule 
suggested for the country as a whole by the General Practitioners” 
Group.* 

Dr. Vercueil stated that the proposed increase in fees amounted 
to £300,000 a year and the new total to £14-1} million, of which 
55°, would be payable to general practitioners. 


Overdue and Unpaid Accounts 


By agreement with the Advisory Council of Medical Aid So- 
cieties the last paragraph in item 2 of the general preamble to 
the tariff was amended to read as follows: ‘If payment of an 
account is not received after 3 consecutive monthly accounts 
have been rendered to the member, the 4th monthly account, 
giving full name and address (home and business if possible) of 
the member, shall be sent to the society concerned, bearing the 
words, written prominently in red, “three months overdue— 
please investigate.’ The societies have undertaken to expedite 
payment in these cases. 


Post-operative Care 


At the previous meeting Federal Council decided that surgeons 
are responsible for all post-operative care in certain medical aid 
cases, and not the general practitioner. The secretary of the 
Ear, Nose and Throat Group had expressed surprise at this 
decision, and has quoted the case which led to the decision as 
being the development of acute otitis media 5 days after the 
removal of tonsils and adenoids by a specialist. The otitis was 
treated by a general practitioner for 4 days, and the medical 
aid society refused to pay the GP’s account, holding the surgeon 
responsible for all post-operative care. The Group considered 
that unexpected complications occurring during convalescence 
should be treated by medical aid societies as separate conditions, 
each case being dealt with on its merits. 

Federal Council also had before it a memorandum from the 
East Rand Branch which referred to the delegation by specialists 
of the post-operative care of their patients to colleagues practising 
in the areas they visit as a growing practice which has now reach 
such proportions as to merit closer scrutiny. It raised the question 
of the remuneration of the surgeon's colleague and the ethical 
implications of the procedure. On the Rand the practice had 
followed the devslopment of hospital services in the various 


* Published at p. 390 of this issue of the Journal. 


scheduled v 


50 miles, at 


Federal 
these repres 
should be s 
Policy of C 

The Exe 

* on) 
of the publi 
to the Con 


The Hon. 
accounts fo 
over incom 
in 1955). 
Dr. Jout 
for 1955 sl 
in the Sout 
ture on pri 
delegates’ 
scriptions, 
missions, £ 
to Univers: 
Transvaal 
there was | 
of Laborate 
Proposed Ih 
The Hea 
on the anr 
recommenc¢ 
should be ir 
After consi 
of the prop 
of the Fede 
South Afri 
In view o 
meeting of 
teferred to 
mittee now 
be continu 
of the nat 
adopted by 
Benevolent 
During 
grants tota 
mated that 
to £43,925 


Western B 
Division. 


Dispensing 
meeting © 
* Publis 
+ Publis 
t Publis 


20 April 
Reef towns 
residing 
hospital an 
in post-ope: 
direst emer 
turns home 
conditions © 
benefit-socie 
cases referr 
from inves 
‘for service 
(and £25 | 
the Natal 
(Medical ' 
Branch, £ 


20 April 1957 


Reef towns and the appointment to these hospitals of specialists 
residing in Johannesburg or Pretoria; the operations were often 
performed, without travelling fees being charged, at the time of 
scheduled visits to the hospitals. The distance between the local 
hospital and the surgeon’s residence might be anything up to 
50 miles, and the local practitioner finds himself asked to assist 
in post-operative duties, which may vary from the trivial to the 
direst emergency, and frequently continue after the patient re- 
turns home from hospital. The memorandum pointed out that 
conditions in regard to fees differed in 4 groups of cases, viz. 
benefit-society cases, medical-aid-society cases, the GP’s private 
cases referred to a specialist, and the specialist’s private cases. 

Federal Council appointed an ad hoc committee to consider 
these representations and directed that a copy of the memorandum 
should be sent to every Branch for its observations. 
Policy of Open Panels 

The Executive Committee submitted to Federal Council a 

* on the best way of implementing this policy in the interest 

of the public and of the profession. The report was referred back 
to the Committee for further consideration. 


ASSOCIATION FINANCE 


The Hon. Treasurer (Dr. J. D. Joubert) presented the audited 
accounts for 1956, which showed a deficit (excess of expenditure 
over income) of £2,937 (as compared with a surplus of £1,315 
in 1955). 

Dr. Joubert called attention to the following items (figures 
for 1955 shown in brackets): Gross revenue from advertising 
in the South African Medical Journal, £35,209 (£37,062): expendi- 
ture on printing and blocks for the Journal, £21,216 (£22,427); 
delegates’ travelling expenses £3,014 (£2,716); members’ sub- 
scriptions, £10,975 (£10,954); revenue from insurance com- 
missions, £3,377 (3,067): profit on agencies, £123 (£557); grants 
to University libraries, £800 (£500): special grant to Southern 
Transvaal Branch, £500 (nil). On the S.A. Medical Journal account 
there was a surplus of £412 (£3,805), and on the S.A. Journal 
of Laboratory and Clinical Medicine a deficit of £591 (£254). 
Proposed Increase in Members’ Subscriptions 

The Head Office and Journal Committee submitted a reportt 
on the annual subscription payable by members, in which they 
recommended that the annual amount payable to the Association 
should be increased from the present figure of £2 2s. Od. to £4 Os. Od. 
After considerable debate it was resolved to defer consideration 
of the proposed increase in the capitation fee until the next meeting 
of the Federal Council. 

South African Journal of Laboratory and Clinical Medicine. 

In view of the financial loss on this quarterly journal, at the last 
meeting of the Federal Council the question of its future was 
teferred to the Head Office and Journal Committee. The Com- 
mittee now unanimously recommend that the publication should 
be continued as the Association's quarterly publication for papers 
of the nature indicated in its title, and this recommendation was 
adopted by Federal Council. 


Benevolent Fund 


During 1956 the income of the Fund amounted to £5,155, 
grants totalling £3,195 were paid to beneficiaries, and it is esti- 
mated that the accumulated funds at the end of 1956 amounted 
to £43,925. The income for the year included £2,488 interest 
from investments, £273 from ‘in memoriam’ votive cards, £366 
‘for services rendered’, £583 from the Southern Transvaal Branch 
(and £25 from the Golfing Society of this Branch), £240 from 
the Natal Coastal Branch, £170 from the Cape Midlands Branch 
(Medical Wives’ Association), £38 from the Griqualand West 
Branch, £30 from the Western Division of the Natal Inland 
Branch, £25 from the Pietersburg Division, £20 from the Cape 
Western Branch collection box, and £7 from the Potchefstroom 
Division. £600 was received by way of legacies. 


MEDICAL COUNCIL MATTERS 
Dispensing by Doctors. Dr. Vercueil submitted a reportt on the 
meeting of the Liaison Committee with the Pharmaceutical 
* Published at p. 390 of this issue of the Journal. 
+ Published at p. 389 of this issue of the Journal. 
} Published at p. 388 of this issue of the Journal. 
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Society which was held on 6 February 1957, together with an 
account of the events which had led up to the present position. 
Dr. Sichel referred to the meeting* which was held on 26 Novem- 
ber 1956, when the President of the Pharmaceutical Society had 
agreed that his Society would not press for legislation this session. 
Federal Council noted the resolution taken by the Liaison Com- 
mittee and appointed Drs. L. O. Vercueil, A. Agranat, M. Peskin 
and E. W. Turton to the Liaison Committee with power to coopt. 


Registration of Optometrists. Federal Council had before it 
a memorandum dated 27 December 1956 by Drs. A. W. S. 
Sichel and J. S. du Toit, with which the Ophthalmological Society 
of South Africa (a Group of the Association) did not entirely 
agree; and a resolution passed by the Ophthalmological Society 
on 5 October 1956 inter alia expressing the opinion that it was 
not in the best interests of the public that sight-testing opticians 
should be registered as they lacked the medical knowledge and 
training to diagnose ocular and systemic disease. Federal Council 
noted the matter. 


Telephone Consultations. 1n reply to a letter from the Associa- 
tion on the subject the South African Medical and Dental Council 
had stated that, while in general it was of opinion that consulta- 
tions by telephone should be discouraged, it could visualize 
circumstances under which such consultations would be proper 
and under which the right of a medical practitioner to make a 
charge therefor could not be disputed. 


Registration of Specialities: ‘Approved Hospitals’. A _ revly 
from the Medical Council was considered, declining to vary the 
rule of 12 months’ credit for 2 years’ experience at the Provincial 
and Livingstone Hospitals, Port Elizabeth. Dr. L. E. Lane stated 
that these hospitals possessed almost a full quota of departments, 
and that few places had more clinical material. They were ex- 
periencing great difficulty in obtaining medical staff as a result 
of this ruling and were exploring the possibility of establishing 
a link with the Cape Town University. Federal Council decided 
to communicate with Medical Council expressing disapproval of 
the present position and asking what the formula is for an ‘ap- 
proved’ hospital. 


Medical Education and Internships. In view of the forthcoming 
Conference on Medica! Education which was being convened by 
the World Medical Association? it was decided to send a copy 
of the report of the convener of the Sub-committee to enquire 
into Medical Education and Internships (Mr. T. B. McMurrayt) 
to the World Medical Association, and also to the South African 
Medical and Dental Council. 


ASSOCIATION ADMINISTRATION 


Vaal River Branch. Federal Council confirmed the approval 
of the constitution of this new Branch, which had come into 
being on 4 March 1957. The Chairman expressed to Dr. W. 
Chapman the congratulations of Federal Council and best wishes 
for the future prosperity of the Branch. 


Constitutions of Groups. Federal Council also approved of 
amendments to the constitutions of the South African Society of 
Medical Women, the Orthopaedic Surgeons’ Group and the South 
African Society of Anaesthetists. 


Assistant Secretary, Transvaal. \t was reported that Dr. P. D. 
Combrink had assumed duty in this position on 1 January 1957 
and had been provided temporarily with office accommodation 
at the Pretoria General Hospital. He had worked with the Parlia- 
mentary Committee and the Augmented Executive Committee, 
Transvaal, and when the Committee of Enquiry into the Affairs 
of the Transvaal Branches began its investigations towards the 
end of January, he accompanied the Committee and acted as its 
Secretary. He had also spent a certain time at Head Office. 


Alcoholism. On the recommendation of the Southern Transvaal 
Branch that Federal Council should appoint a representative to 
the Johannesburg Society on Alcoholism, it was decided to request 
the Branch to appoint a representative. 


* S. Afr. Med. J. (1957): 31, 18. 
+ S. Afr. Med. J. (1957): 31, 158. 
t S. Afr. Med. J. (1957): 31, 367 (13 April). 
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Association Honours. On the recommendation of their re- 
spective Branches, Federal Council decided to award the Bronze 
Medal of the Association to Dr. B. A. Armitage, of Pietermaritz- 
burg, and to Dr. M. Shapiro, of Johannesburg. 


Expulsion Clause 


Consideration was given to the revisal of the Association’s 
Article 9 dealing with the subject of the expulsion of members 
whose conduct had been such as to render them, in terms of the 
Articles, liable to expulsion. A first draft of a new Article 9 (Ex- 
pulsion) was decided upon which would empower Federal Council, 
by a 2/3rds majority of those present and voting, to expel a mem- 
ber (after an enquiry had been held by the Ethical Committee 
of the relevant Branch or Division) on the representation of that 
Ethical Committee. The member was to have due notice and an 
opportunity of defending himself at the enquiry, and of making 
a personal or written statement at the Federal Council meeting. 
The member would not be capable of effectively resigning from 
the Association once he had been officially notified that the ethical 
enquiry was to be held, and he would remain liable to pay his 
Association dues up to the time of his expulsion. 

It was resolved that the draft should be put into legal form 
and submitted to the Executive Committee for adoption. The 
necessary formal procedure for amendment of the Articles would 
then follow. 


OTHER MATTERS 


British Commonwealth Medical Congress. It was announced 
that this Congress, which was to have been held in London in 
July 1957, and at which the Medical Association of South Africa 
was to have been represented, had been postponed for a year. 
South African Medical Congress. \t was reported that at the 
Congress to be held in Durban in September 1957 a number of 
distinguished overseas guests were expected. Negotiations were 
proceeding with a view to a subsequent South African Medical 
Congress being held at Loureng¢o Marques, possibly in 1959. 
Rehabilitation. Reference was made to recent statements by 
the Minister of Labour* on the subject of Rehabilitation, and 


* S. Afr. Med. J. (1957): 31, 233. 
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satisfaction was expressed at the inauguration of rehabilitation 
schemes. The view was expressed that the medical profession had 
much to contribute in the planning and execution of such schemes, 
and also the hope that the Minister would not embark on schemes 
without medical advice and guidance. It was stressed that no 
one individual can run a rehabilitation centre; all branches of 
medicine might be involved. The definition of rehabilitation was 
becoming so wide that there was a tendency on the part of hospital 
authorities to hand the patient over to the Department of Labour 
as soon as he could sit up in bed! The whole matter was referred 
to the Parliamentary Committee for action. 


Insurance for Legal Defence 


Arising out of the decision that a Branch of the Medical Pro- 
tection Society is to be opened in South Africa in cooperation 
with the Association, it was reported that the number of members 
who had applied to receive cover from the Medical Protection 
Society now exceeded 250. 

Dr. S. Disler stated that the Natal Provincial Administration 
does not give cover to medical officers in its service, and it was 
decided to take this matter up with the Coordinating Council of 
the Provincial Administrations. The opinion was expressed that, 
notwithstanding such cover, medical officers of these administra- 
tions still needed to insure, in case they should be involved in a 
dispute with the administrations themselves. 


Poliomyelitis Vaccine 

A debate took place on the situation as regards polio vaccine, 
as the result of which it was decided to make known the views 
of the Association on 3 points: 

1. That enough vaccine ought to be made available for all 
persons willing to be inoculated. 

2. That when the vaccine is in short supply its distribution 
should be equitably arranged. 

3. That the doctor undertaking the inoculation should decide 
whether local or imported vaccine“should be used. 


Next Meeting of Federal Council 


The next meeting is to be held in Durban in September 1957 
— the week immediately preceding the South African Medical 
ongress. 


ECONOMICS OF MEDICAL PRACTICE 


REPORT OF AD HOC COMMITTEE* 


A. LANnpDAU, M.R.C.P. 


The ad hoc committee appointed by the Executive Committee of 
Federal Council consisted of the following: Drs. J. S. du Toit, 
A. W. S. Sichel, A. Landau, T. J. Dry, A. A. Zabow, Messrs. 
J. A. Currie, J. D. Joubert and T. B. McMurray. Dr. Landau was 
elected Chairman, and Dr. L. M. Marchand acted as Convener 
and Secretary. 

This committee understood that it had no power to take action 
other than, having examined all the documents obtained by Mr. 
Johns and prepared by the Sub-Committee on the Economics of 
Medical Practice, to report back to the Executive Committee. 
It also understood that, by direction of Federal Council at its 
meeting in Vereeniging in April 1956, the then existing Sub- 
Committee on the Economics of Medical Practice was to proceed 
with a plan. 

The first step taken by the ad hoc committee was to examine 
all the documents handed to it, and in addition each member had 
made available a copy of the book entitled ‘The Administration 
of Health Insurance in Canada’. This book gave very valuable 
information to the members in every way. 

As a result of its deliberations, the committee unanimously 
agreed to report back to the Executive Committee of Federal 


*Submitted to Federal Council 27 to 29 March 1957. See 
page 384 of this issue of the Journal. 


Council in terms of the memorandum below. It considers that 
the plan set out in this memorandum is the only possible recom- 
mendation it can make in the circumstances. 


MEMORANDUM 


The Committee has considered in detail the literature and 
suggestions submitted by the Shapiro Committee in Johannesburg 
and submits this report under separate headings: : 

aa Is there a necessity for a new medical aid scheme in South 

rica? 

2. What is the attitude of the profession to such a medical 
aid scheme? 

3. What is the attitude of existing medical aid societies to such 
a scheme? 

4. What is the attitude of the public to such a scheme? 

5. How is it possible to start a new comprehensive medical aid 
scheme in South Africa? : 

YP Is there a necessity for a New Medical Aid Scheme in South 
Africa? 

The question has often been asked whether it is desirable to 
change the present Medical Aid system, which extends throughout 
the country although it does not cover all potential members 
the public who fall within the correct income limits. 

The present system has been built up over many years and has 
now reached a stage in which a proportion of the population 1s 
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by contract practice schemes of varying sizes, but mostly 

rather small, and yet a large proportion of the population employed 
icularly in small firms are unable to take part in the scheme, 
although their earning capacity falls within the medical aid range. 
They are deprived of this privilege for want of a suitable organi- 


It is obvious that, as time goes on, the number of people whose 
incomes will entitle them to medical aid rates will increase and 
either the present schemes will have to be enlarged or new schemes 
made. The Association has, in the past, fostered the medical aid 
system in conjunction with various industries and unions, but the 
majority of these are run precariously close to bankruptcy, and the 
profession has in addition felt itself to be exploited because 
occasional wealthy patients have appeared with medical aid cards. 
In recent years, the societies have been regarded with distrust 
born of ignorance, and restrictive measures have been instituted 

the Association. 

It is obvious also that the number of patients able to pay normal 
private fees is diminishing and, unless a scheme or schemes are 
available for these patients, they will eventually end up as pauper 
patients in the free hospitals. The spirit of cooperation and sponsor- 
ship which has been engendered by Federal Council in getting 
these original schemes going has diminished in the past few years, 
and there has been a feeling that the medical aid system is getting 
out of had. Practioners know that they are not represented on 
the boards of these schemes, and the repeated negotiation that 
takes place between the Central Contract Committee and the 
representatives of the medical aid societies has become so close 
to haggling that it has done much to diminish the reputation of 
the profession in the eyes of the public. 

2. What is the Attitude of the Profession? 

The profession has been conscious that in their practices the 
proportion of medical aid patients to private patients has grown 
exceedingly in the last few years. It has become apparent that 
the relative number of private patients will diminish so that, if 
private practice is to continue, the medical aid system or a system 
similar to it must be fostered and carefully guarded to preserve 
both the essential economics and the freedom of choice both of 
doctor and patient. It is apparent to most doctors that unless a 
comprehensive prepayment plan is produced the next few years 
will see tremendous changes in the pattern of practice, so that 
many practitioners may go near to bankruptcy. 


3. What is the Attitude of the Existing Medical Aid Societies ? 
Discussion with the senior representatives of existing medical 
aid societies have revealed two factors which militate against the 
success of their schemes: 
1, That in certain cases there is gross overcharging and over- 
billing by the doctors. 
2. The administrative costs of any scheme are much too large. 
_ The Banks Medical Aid Society, which is probably the best run 
in South Africa at the present time, has administrative expenses 
in the nature of 15% if one does not consider their subsidy, but 
; Ne subsidy is considered then the administrative rate is about 


The National Medical Aid ran apparently successfully for some 
years and was working at an administrative expense of 42% of 
subscribed funds, while most of the societies in the USA have 
administrative expenses of about 5°%. It is clear then that there 
is something radically wrong with the present medical aid system 
here if the administrative expenses are so high. It is also a fact 
that the majority of the schemes in the US cover a large number 
of subscribers. and in comparison many of the societies in South 
Africa have a very small number—in fact, the Kroonstad Municipal 
Employees’ Medical Aid Society has only 160 members, so that 
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en proportion of funds used for administration must be relatively 
arge. 
4. What is the Attitude of the Public? 


Considering the matter from the point of view of the American 
and Canadian societies, it is stated that it is uneconomic to 
accept individual members to most of these societies except at an 
increased premium. They find statistically that a man who wishes. 
on his own to join a medical aid society is probably doing so for 
the reason that he is expecting to incur great expenses, and so 
they have found that it is better to accept only members of groups 
such as firms or unions for pre-payment care. Many of the smaller 
firms that have been approached have stated that they would definite- 
ly like to join a medical aid scheme, as long as a suitable one was 
available and within reach of their pockets. They, however, well 
appreciate the fact that to run a medical aid scheme for a small 
firm would be quite uneconomic since the staff and administration 
would be too expensive. They therefore state that if any all- 
embracing scheme were evolved at a reasonable economic level, 
they would be only too willing subscribe, and several of the firms. 
approached have offered to pay two-thirds of the expense of the 
members as a subsidy. 

It is therefore obvious that for any prepayment medical care 
plan to be produced in South Africa, the following factors must 
be taken into account: 

1. Any medical aid scheme must be a large one so as to make 
it an economic possibility. 

2. In any medical aid scheme there must be participation 
of the medical profession itself together with the lay members, so 
that the joint responsibility may be assured and it can become a 
success. The medical members of the board must ensure that (a) 
over-billing or over-visiting will be avoided, and (b) any decision 
of the board itself must have agreement of the medical members,,. 
and therefore since they would be elected by the profession it 
would be a decision of the profession besides that of the lay 
members. 

3. The suggestion that a small pilot scheme be launched with 
the idea of testing the practicability of a general scheme for the 
Union of South Africa is obviously based on a false premise, since 
the small scheme would be uneconomic. 

4. The cost of administration of the scheme must not exceed 
5 or 6%, and therefore the administration must be of sound 
structure and thoroughly economic. 


5. How must such a Scheme be run? 


It has been suggested that in order to get such a scheme function- 
ing in South Africa it would be difficult to start de novo with a 
group of doctors to run it. Not many doctors have sufficient 
business experience, and although Federal Council is generously 
able to vote large sums for investigation and for expert advice, 
pa well may soon become empty before any scheme reaches 
ruition. 

It is suggested, therefore, that a conference be called between 
existing approved medical aid societies and representatives of the 
Association, to see whether or not it would be possible to amalga- 
mate existing medical aid societies and have a board sitting of 
50°, doctors and 50°% representatives of the aid societies. This 
board would go into the question of an enlarged scheme with 
Union-wide coverage for employees of firms, and the details of 
organization would have to be considered carefully before any 
such scheme could be launched. 

The advantage of such a scheme would be that we should have 
in our organization the admistrative help of those officials of the 
present medical aid schemes who have actual experience of South 
African conditions and have been accustomed to run medical aid 
schemes in the past. 


THE IMPORTATION OF MEDICAL EQUIPMENT 


The Department of Commerce and Industries in Government 
Notice No. 519 of 5 April 1957, announces that with effect from 
the Publication of the notice, no fixed quotas will be issued for 
the Importation of certain goods detailed in Schedule A, but 
that in lieu of these quotas registered importers may make applica- 
tion for special permits for the importation of such goods. 

Goods included in Schedule A include: Surgeons’ instruments 
and appliances, operating tables, dentist chairs, splints, X-ray 


apparatus and accessories therefor, surgical sutures including 
umbilical tape, surgical ligatures, trusses, snakebite and first-aid 
outfits, excluding cabinet being furniture, enemas including 
intestinal baths, appliances peculiarly adapted to correct a de- 
formity of the body, but excluding corsets, and surgical, medical, 
dental, phthalmic, physio-therapeutical and veterinary apparatus, 
appliances and instruments for the diagnosis, treatment or pre- 
vention of diseases or affections of the human or animal body, 
surgical corsets. 
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DISPENSING BY DOCTORS * 


L. O. VercugtL, M.D. 


In January 1947 a practitioner in the Orange Free State drew the 
attention of the Association to a circular which was being issued to 
all chemists and druggists by the Pharmaceutical Society of South 
Africa. This circular sought to obtain the names of doctors who 
were dispensing their own prescriptions, who employed non- 
registered persons to do dispensing, or who employed a registered 
chemist for dispensing purposes. It also enquired whether any 
doctors were known who dispensed prescriptions which were not 
written by themselves for their own patients. 

This matter was placed before the Federal Council at its meeting 
in February 1947, and it was resolved nem. con. ‘That the right of 
medical men to dispense as defined in section 73 of the Act should 
not be interfered with by any change in the Medical, Dental and 
Pharmacy Act.’ 

The matter was raised again in 1953 by means of a letter from the 
Acting Secretary for Health, which stated that representations were 
being made by the South African Pharmacy Board for the amend- 
ment of section 73 of the Act ‘so as to prohibit the compounding or 
dispensing of medicines by a medical practitioner except in an 
emergency or in his capacity as an employee of a State or private 
organization which supplies medicines to the poor free of charge 
or at reduced rates (e.g. part-time district surgeons, health-centre 
medical officers, mission-hospital medical officers, etc.), if there is a 
chemist or druggist conducting business as an open shop within a 
radius of 5 miles from any point from which such medical practi- 
tioner carries on his practice.’ It was mentioned that a similar 
amendment had been contained in the report of the Committee of 
Enquiry into the Training of Chemists and Druggists. 

This matter was placed before the Branches of the Association 
for opinion, and the Branches were unanimous in their opposition 
to such an amendment. As a result, the Federal Council at its 
meeting in October 1953 confirmed the expression of opposition 
to the proposed amendment. 

Early in May 1956 attention was drawn by the South African 
Medical and Dental Council to the fact that a further move was 
being made by the Pharmaceutical Society to have an amendment 
introduced in Parliament to restrict medical practitioners in dis- 
pensing and the supply of drugs. At the same time letters were 
written by various Branches along similar lines. Contact was made 
with the Secretary for Health and details were obtained. Represen- 
tatives of the South African Medical and Dental Council met the 
Minister of Health to put forward the views of that Council, 
and the views of the Association were conveyed to him through the 
Secretary for Health. As a result of these representations the offend- 
ing amendment was removed and when the Draft Bill was published 
it was not included. The Minister, however, indicated that in view 
of certain commitments which had been made he would be pre- 
pared to accept for discussion by the House an amendment to 
section 73 of the Act if it was proposed by a private Member, and 
that he would leave the decision regarding such an amendment to 
an open vote of the House. On various occasions the Secretary of 
the Association called at the House of Assembly and interviewed 
Members of Parliament who are colleagues and on one occasion, 
when he was accompanied by the Chairman, a further interview 
took place. A memorandum containing the views of the Association 
as expressed in a voluminous correspondence from certain Branches 
and individuals was handed to a representative on each side of the 
House for distribution to those who would take part in the debate 
and support the point of view of medical practitioners by opposing 
the amendment. 

Subsequently members of the Executive Committee of Federal 
Council resident in Cape Town interviewed the Minister of Health 
and made clear to him the opposition of the Association to any 
attempt to curtail a practitioner's right to dispense his own medi- 


cines. 

The Pharmaceutical Society of South Africa had been extremely 
active in canvassing Members of Parliament; but opinions ex- 
pressed by prominent colleagues in the House indicated that their 
form of propaganda had probably done more harm than good. 

The end of the Session arrived without the amendments to the 


*Submitted to the Federal Council 27 to 29 March 1957. See 
page 385 of this issue of the Journal. 


Bill being brought up for discussion, and in a press interview the 
then Minister of Health, Mr. Naudé, suggested that the medical 
and pharmaceutical professions might get together and discuss the 
matter during the Parliamentary recess. As a result the President 
of the South African Medical and Dental Council was approached 
privately with a suggestion that he might convene a meeting of 
representatives of the two statutory bodies, i.e. the Medical Council 
and the Pharmacy Board, and the two voluntary Associations, jn 
order that a round-table discussion might take place. The President 
indicated that the Medical Council had arranged to meet the 
Pharmacy Board in September and that if no satisfactory solution 
was reached at that meeting he might convene a meeting of the 
four bodies as had been suggested. It would seem that no satis- 
factory solution was reached, but the President of the Medical 
Council did not feel that it would serve a useful purpose to call a 
meeting of the four bodies. 


A request was meanwhile received from the Pharmaceutical 
Society for a joint meeting. This letter was dated 12 July, and was 
followed by a further letter dated 14 September. At the meeting 
of Federal Council held in October 1956 it was agreed that a joint 
meeting should be held, and this took place in Johannesburg on 
26 November 1956. 

At that time it was understood that the amendment which the 
Pharmaceutical Society would press for during the 1957 Session of 
Parliament would read as follows: 


8. Section 73 of the principal Act is hereby amended 

(a) By the substitution for the proviso thereto of the following 
provisos: 

‘Provided that he shall not— 

(a) keep an open shop or pharmacy; or 

(b) compound or dispense or supply medicine for a patient 
being treated within radius of five miles of any chemist and 
druggist conducting business as an open shop which has been 
established within that area for at least six months; or 

(c) be precluded from immediately administering medicine 
directly tc a patient anywhere. 

Provided further that the provisions of paragraph (5) of the 
preceding proviso shall not apply to a medical practitioner who 
dispenses or compounds or supplies medicine in the performance 
of his duties as an employee of the State or of a Provincial 
Administration or the Administration of South-West Africa or 
of a local authority as defined in paragraph (vi) of Section 85 
of the South Africa Act of 1909; and 

(b) By the addition thereto of the following sub-section, the 
existing Section becoming sub-section (1): 

(2) The provisions of paragraph (4) of the first proviso to sub- 
section (1) shall come into operation on the first day of January, 
1957.” 


ROUND-TABLE CONFERENCE 


On 26 November representatives of the Pharmaceutical Society 
of South Africa and the Medical Association of South Africa 
met at a round table conference at Medical House, Johannesburg. 
Those present were: Medical Association: Dr. A. W. S. Sichel, 
Dr. J. H. Struthers, Dr. M. Shapiro, Dr. W. Waks, Dr. E. W. 
Turton, Dr. J. H. Harvey Pirie, Dr. A. H. Tonkin (Secretary, 
in attendance). I was prevented at the last minute from attending. 
Pharmaceutical Society: Mr. Kramer, Mr. Kuter, Mr. Gavshon, 
Mr. Rubenstein, Mr. Righthouse (Secretary, in attendance). 
A lengthy meeting ensued; there was a satisfactory atmosphere 
and a desire on both sides to cooperate. The chief complaint of the 
pharmacists was that some doctors in urban areas were dispensing 
their own medicines, trading in drugs, and thereby affecting the 
means of livelihood of chemists. They were not so much concer 
about the rural areas. The meeting finally decided that a Liaison 
Committee be set up, consisting of three members on each side with 
power to coopt. Mr. Righthouse was appointed convener of 
meeting. 
Dr. Turton went on holiday, and Drs. Agranat and M. Peskin 
consented to serve on the Joint Committee. Dr. D. Serfontein, 
Federal Council member, who has a dispensing practice at Heil 


20 April 


bron, was CC 
large non-E 


Dr. Combri 
7.30 p.m. 
and lasted 

The Phar 
(Mr. A. Krai 
Beer, Mr. G 

Mr. Krar 
criticism of 
November. 


the right o! 
tained. 
was not pre 
arguments 1 
that dispens 


A year ago 

du Toit, in 
that there w 
he suggested 
per annum» 
subscription 
1927 was £1 


In 1955 t 
£3,800, whi 
penditure A 
the account 
£1,300. In 
to the exten 
the amount 
by approxin 
receive a fre 
ship and in 

The Asso 
other than 1 
ments, and 
should be p: 
Any profits 
be shared a 


In stating 


*Submitt 
Page 385 o 


Dr. L. O. 
Dr. 
ice at | 
Gros 
practice in t 
| The medi 
Subsequent 
1953, when 
tion be raise 
that the Co 
outcome of 
ment shows 
sumed, the 
Branch wou 
is as forecas: 
| 
which they 
Journal in 
bea profit it 
the General 
would guar 
from loss 
disturbance: 
Printing cos 


. Peskin 
rfontein, 
at Heil- 


90 April 1957 


bron, was coopted, as also Dr. I. Gross of Johannesburg, vsho has a 
large non-European practice in locations in Johannesburg. 


MEETING OF LIAISON COMMITTEE 


Dr. Combrink was in attendance. The meeting took place at 
7,30 p.m. on 6 February 1957, at Medicai House, Johannesburg, 
and lasted to a late hour. 

The Pharmaceutical Society was represented by the President 
(Mr. A. Kramer), the Vice-President (Mr. M. Rubenstein), Mr. J. de 
Beer, Mr. Gavshon and Mr. Righthouse (Secretary, in attendance). 

Mr. Kramer had previously written a letter to Dr. Tonkin in 
criticism of certain passages in the report of the meeting of 26 
November. 

Dr. L. O. Vercueil was elected to the Chair. 

Dr. Serfontein was requested to comment on his dispensing 
practice at Heilbron, where there is also a chemist. 

Dr. Gross read an excellent memorandum on his dispensing 
practice in the Johannesburg locations. 

The medical members of the Committee were unanimous that 
the right of medical practitioners to dispense should be main- 
tained. Although at the outset Mr. Kramer stated that their Society 
was not pressing their case on economic grounds, most of the 
arguments raised by the pharmacists were based on the assertion 
that dispensing by doctors was to the economic disadvantage of 
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pharmacists, and that in several Free State towns chemists had to 
close down their businesses through dispensing by local medical 
practitioners. 

A deadlock was almost reached, but eventually the following 
resolution was adopted: 

‘This Joint Committee of the Medical Association of South 
Africa and the Pharmaceutical Society of South Africa recognises 
that there is a problem created in certain circumstances by the 
dispensing activities of some medical practitioners, but it agrees 
that the proposal to solve this problem by amendment of the legis- 
lation is not the desirable approach at the present moment. 

‘The Joint Committee recommends that it should be given 
continued status to proceed with investigation of the problem as 
it may affect the common interests of both professions, with a view 
to making a recommendation at a suitable date to the respective 
organizations for action by the best possible means to deal with this 
problem in all its aspects.’ 

Dr. Agranat requested that his vote be recorded against the 
resolution. 

The representatives of the Pharmaceutical Society stated that in 
certain hospitals in the Free State, Superintendents were being 
required by the Administration to do dispensing for patients in 
their hospitals; that in fact in some of these hospitals chemists: 
had been dismissed. 

The meeting ended at a very late hour. 


ANNUAL SUBSCRIPTION 


REPORT OF HEAD OFFICE AND JOURNAL COMMITTEE* 


A year ago at Vereeniging the then Honorary Treasurer. Dr. J. S. 
du Toit, in presenting the estimates for the year 1956, forecast 
that there would be a deficit of some £2,500. In the circumstances 
he suggested that the subscription rate should be raised by £1 Is. Od. 
per annum for all members. It was pointed out that the original 
subscription payable to the Association when it was formed in 
1927 was £1 8s. 6d. and that this had been raised by 2s. 6d in 1945. 
Subsequently there was a further rise of Ils. Od. on 1 January 
1953, when it became £2 2s. Od. The suggestion that the subscrip- 
tion be raised was deferred until the end of 1956 and it was decided 
that the Council would examine the position in the light of the 
outcome of the year’s work. This outcome in the Financial State- 
ment shows a deficit of approximately £2,930, of which, it is pre- 
sumed, the £500 paid as a subsidy to the Southern Transvaal 
Branch would not be a recurring expense. Therefore the real deficit 
isas forecast a year ago, approximately £2,500. 

In 1955 the Journal Account showed a profit of approximately 
£3,800, which was transferred to the General Revenue and Ex- 
penditure Account, where £2,500 was absorbed in order to balance 
the accounts of the Association and eventually show a profit of 
£1,300. In other words, the Journal subsidized the Association 
to the extent of £2,500. The effect of this subsidy was to reduce 
the amount which members should have paid to the Association 
by approximately 9s. 6d., in addition to the fact that they already 
receive a free copy of the Journal weekly by virtue of their member- 
ship and in accordance with Article 5. 

Association should not be dependent on sources of income 
other than the members’ subscriptions and the interest on invest- 
ments, and the services which are supplied by the Association 
should be paid for by the members by means of their subscriptions. 
Any profits which are thus made by the Journal should not in effect 
be shared amongst members by the reduction of the subscription 
Which they should pay, but should be used for the purposes of the 
Journal in production and improvement, and should there still 
bea profit it should be transferred to the Capital Account and not to 

ral Revenue and Expenditure Account. In this way it 

would guard against any deficits which might arise to the Journal 

from loss of advertising revenue through internal or external 

sturbances which might well be coupled with rising paper and 
Printing costs. 

In stating that the Association as such should depend on the 


“Submitted to the Federal Council 27 to 29 March 1957. See 
Page 385 of this issue of the Journal. 


members’ subscriptions it should be pointed out that the only 
saleable commodity which the Association has for members is the 
services of its officials and employees. As the members ask for 
service so it must be supplied. The services were expanded in 
1946 and the subscription was raised by a small amount. In those 
days the demands were few. Increased services were met by the 
appointment of the Associate Secretary in 1951 and again the sub- 
scription was raised. Once more there have been demands for more 
service to members, which entail not only the appointment of an 
additional official but the opening of an office in the Transvaal. 
The cost of this must be met and the only reasonable means of 
meeting it is by buying the service by means of an increased sub- 
scription. 

In addition to the services which members pay for by means of 
the salaries of officials and employees, other costs have risen in the 
Association’s work. It is common knowledge that all ordinary 
commodities cost more and the expenses of conducting an office 
are high. Members have mentioned this frequently in arguments 
for increasing the fees in medical practice. Travelling costs have 
increased and have given rise to another argument for higher 
medical fees. In all these rising costs the Association has also 
suffered. In 1945 the delegates’ travelling expenses were £832, 
while today they are over £3,000 per annum. 

In considering the question of an increased subscription members 
must consider first whether the Association is providing them with 
a service. Is it taking care of their interests? From the financial 
standpoint in regard to medical-aid-society fees the increases which 
have taken place during the last 10 years have been such that the 
Association can claim to have served its members well in this 
regard alone. 

Many other instances can be cited if they are really necessary, 
but Federal Council members should be well aware of them, for 
often they have initiated them and taken part in their achievement. 
Not only have medical fees been raised in private as well as medical- 
aid practice, but Workmen’s Compensation fees have been raised, 
emoluments of railway medical officers and district surgeons have 
been increased and salaries generally have kept an upward trend, 
appointments have been made in general hospitals, and negotiations 
have taken place with many organizations for the improvement of 
the conditions of service of medical men. . 

The Association now needs the members to recognize their 
obligations in payment for services rendered and still to be rendered 
in the future. 

There is a further aspect of the financing of the Association which 
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should be considered. In 1945 the amount of revenue derived from which would then be transferred to the Benevolent Fung 
insurance commission was £425. In 1955 this income reached an These, then, are some matters which are brought to the attention 
amount of £3,067. When it was decided to set up the medical of members for careful thought. If the Association is to fuylfj 
insurance agency in 1950, the question arose whether it would be __ its purpose properly it should not be handicapped by lack of funds 
administered in the same way as the medical insurance agency The only alternative to a raised subscription is to cut down the 
carried on by the British Medical Association, in which case the service which members have demanded, by means of drastic 
profits arising from the insurance-agency work would be used for economies which must include retrenchment. Obviously the ser. 
purposes of benevolence. At that time the Council agreed that the — vice must suffer if the people to provide that service are no lon 
total revenue should be absorbed into the Revenue and Expenditure employed. The Head Office and Journal Committee have given 
Account, so that the Benevolent Fund has benefited in no way this matter considerable thought in the light of all the circum. 
through the administration of the insurance agency. Certain stances of present-day economic trends and, mindful of the Part 
members have criticized this from time to time and have felt that which the Association has played and must continue to play in the 
beyond a reasonable amount for administration purposes the _ life and existence of the medical profession, it has agreed that the 
profits should be paid to the Benevolent Fund so that the Associa- best interests of the members will be served by putting forward 
tion as such could not be accused of ‘trading’ in opposition to — the following recommendation: 

insurance agents whose living depends on the business they pro- ‘Resolved to recommend to Council that as from 1 January 
cure. If the administration costs of the medical insurance agency 1958 the amount of subscription payable to the Association be 
were estimated at 20°; of the revenue, it would mean that the increased to £4 Os. Od. per annum from the present figure of 
General Revenue Account would be short of more than £2,000, £2 2s. Od.” 


RECOMMENDED FEES APPLICABLE TO MEDICAL AID SOCIETY FEES 
MEMORANDUM OF GENERAL PRACTITIONERS’ GROUP* 


1. Week-end Fees should be related to this fact. Further rises will undoubtedly occur 
The National General Practitioners’ Group feels most strongly Ff have in some instances already been announced, in petrol, oils, 
that the Aid Societies should fall into line with the system obtain- Prices of cars, rentals, telephones and other basic items. It is 
ing in private practice, viz. that an extra charge should be levied therefore requested by the Group that a uniform tariff of fees 
for calls received and made on Saturday afternoons, Sundays and _ for the whole country, including Johannesburg, should be instituted, 
public holidays. In all these instances visits are made out of the Viz. 15s. for consultations and 17s. 6d. for domiciliary visits. 
context of one’s normal day’s round and therefore involve a The Group would point out that consultations and visits are 
variable but usually large additional time and cost in travel. The today the main source of income of most general practitioners in 
Group wishes to make it clear that the object of requesting this !@rge towns. With the increase in the number of specialists in the 
fee is not to increase the doctor's income, but to curtail unnecessary Various fields, the majority of urban general practitioners derive 
calls over week-ends. It has been found that, with private patients, little or no income from medical and surgical procedures which 
since the introduction of week-end fees, the number of calls at | today are undertaken by specialists and which in the past formed 
these times have been reduced considerably. a not inconsiderable portion of the general practitioner's earnings. 
Night Calls (7 p.m. to 7 a.m.). These calls involve getting up We regard the question of these fees as one of primary importance 
from one’s bed in all weathers and extensive travel and time nd, whilst the Group is prepared to make concessions in other 
costs which cannot be shared between several patients. It is directions, it is felt that in regard to these fees the Committee 
traditional that night fees are double the fees of day visits, which ust be asked to give their demands its most sympathetic con- 
would make the fee in the case of Aid Societies £1 15s. Od., but Sideration. We are aware that these recommended increases may 
the Group is prepared to accept as night call fee the same as that ¢mbarrass the Medical Aid Societies even to the extent. that 
requested for week-end visits, viz. £1 7s 6d. stringent administrative economies on their part may still be 
The Group therefore submits that the fee for these visits should insufficient to enable them to carry the increased costs, and they 
be at the rate of £1 7s. 6d. and that the Aid Societies should ™ay therefore be forced to raise funds in other ways. But it must 
penalize their members by levying on them the difference between be acknowledged that the profession, compared to commerce and 


the usual fee and the week-end fee. industry, has carried most of the increased costs of practice them- 
selves and it is no longer able to continue to subsidize societies. 
2. Domiciliary Visits and Consultations There is a stage at which practice becomes uneconomic and this 


The cost of living has risen enormously since 1946, and fees #8 rapidly being reached. Concessions could easily be made when 

there were only a few medical-aid-society patients and a large 

*Submitted to Federal Council 27 to 29 March 1957. See number of private patients—this position is now reversed and 
page 384 of this issue of the Journal. private patients are in the minority. 


POLICY OF OPEN PANELS 
REPORT OF THE EXECUTIVE COMMITTEE OF FEDERAL COUNCIL* 


In April 1956 Federal Council passed the following Resolution: way of implementing this policy reasonably in the interests of 
‘That the policy of the Association shall be to ensure a free choice the public and of the profession’. : ond 
of doctor by the patient and of patient by the doctor. In pursuance _ The difficulty seems to be in the interpretation of the w a 
of this policy all future appointments to Benefit Societies should exceptional in the original resolution. No one bye = 
be on the basis of open panels for general practitioners and special- by Feder 
a me a mo ptional circumstances and after approval by Council. In the dictionary two definitions are given of the word 
‘exceptional’: (a) Out of the ordinary; hence remarkable, rare. 
In October 1956 this resolution was re-affirmed and a com- and (b) constituting a deviation from usual course, usage, ¢tc.; 
mittee was to be appointed ‘to investigate and report on the best not conforming to, contravening ordinary experience. The defini- 
: ; tion of the noun ‘exception’ reads: Something which shows 4 
*Submitted to Federal Council 27 to 29 March 1957. See deviation from the ordinary and expected course of events. 
page 385 of this issue of the Journal. It is according to (6) and the definition of the noun above 
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that the Committee feels that an exception could be made when 
good reasons were advanced by a Branch of the Association, as 
that appears to have been the intention of the persons responsible 
for the last ten words of the resolution. The Committee therefore 
recommends that the rule be interpreted as follows: 

‘any Branch which finds that the rule is difficult to apply in 
certain cases may submit its reasons and obtain approval from 
the Executive Committee for suspension thereof. The Branch 
is the body in possession of all the facts and should be the best 
judge of the condition. 
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‘In addition the Branch should place a liberal interpretation 
on the phrase “in the interests of the public’’.” 

The Committee further considered the definition of the words 
‘open panels’. They are easily applied in the case of general 
practitioners, except for the question of how often during a year 
could new practitioners place their names on the list of doctors, 
and how often members may be allowed to change over from one 
doctor to another. With respect to specialists the Committee is 
of opinion that specialist services to benefit societies on an ‘open 
panel’ could probably only be remunerated on a formula worked 
out on a ‘per service’ basis. 


IN MEMORIAM 


Ropert DouGias Oster, M.B.. Cu.B. 


Dr. F. W. F. Purcell, of Cape Town, writes: To have known and 
worked with Robert Osler was indeed a privilege. His many 
years as @ general practitioner gave him a keen understanding 
of human nature and especially of its frailties. He knew how to 
put a shy or nervous patient at his ease and quickly gained his 
confidence. Never during all the years I knew him have I heard 
him raise his voice in anger either to a patient or a colleague—and 
some of ‘Osler’s angels’, as Dr. Moffat used to call his patients at 
Wynberg Military Hospital during the last war, could be very 
trying. At Groote Schuur Hospital he was beloved by staff and 
patients, and was greatly missed when he retired a few years ago. 


In our private practice there were occasional patients in whom 
it was difficult to find a redeeming good feature, but Osler found 
the good in them and he was always right. He was a most con- 
scientious and able worker and remained a keen student to the 
end of his life. 

His several grave illnesses were borne with a fortitude seldom 
seen. There were no complaints even up to the very end. His 
memory will be cherished by the many whom he so greatly helped, 
and I am thankful to be able to count myself among these. 


* An In Memoriam notice concerning the late Dr. Osler was 
published in the last issue of the Journal (31, 373). 


PASSING EVENTS : IN DIE VERBYGAAN 


Dr. J. N. Smit, Radiologist, J.B.S. Building, Kroonstad, wishes 
to draw attention to the omission of the telephone number of 
his consulting rooms in the new O.F.S. telephone directory. 
His consulting-room telephone number remains 1499. 


Dr. J. N. Smit, Radioloog, J.B.S.-Gebou, Kroonstad, wens 
daarop te wys dat sy spreekkamers se telefoonnommer uit die 
nuwe O.V.S.-Telefoongids weggelaat is. Sy spreekkamers se 
telefoonnommer bly nog 1499. 


* * 


Enquiry. Dr. Eugen Heun, Burger Landstrasse 12, Herbron 
(Dillkreis), Western Germany, would like to get in touch with 
the South African doctor who visited him before the war in Berlin 
and whose name he has forgotten. Would the doctor concerned 
write to Dr. Heun at the above address? 


* * * 


Union Department of Health Bulletin. Notification of formidable 
epidemic diseases and poliomyelitis in the Union during the period 
29 March 1957, to 4 April 1957. 


Poliomyelitis 
Eur Nat. Col. Asiat. Total 
Transvaal a dis 33 13 1 — 47 
Cape Province .. Se 13 6 12 _ 31 
Orange Free State 1 1 
Natal. 11 10 1 22 
Totals 1 101 


*Plague, Smallpox, Typhus Fever: nil. 
* * * 


The National Cancer Association of South Africa have issued two 
Pamphlets for free distribution to the public. The one, “How your 
octor detects cancer’ is a factual description of the simpler 


* Report for week ended 28 March 1957 also nil. 


forms of medical examination and their application to early 
cancer detection. This little pamphlet is sound and can be 
recommended for issue to the lay public; it is not alarmist and 
approaches the problem in a serious and sober way. 

Rather more controversial is the pamphlet (also issued gratis 
by the same organization) on ‘Cancer of the breast’; it goes into 
greater detail in the description of early signs of breast cancer but 
not all doctors will agree with its recommendation that all women 
examine their breasts systematically once a month. In addition 
to the monthly self-examination, the pamphlet recommends, in 
its last paragraph, regular examination by a doctor at 6-monthly 
intervals, and with this all medical men will heartily agree. 

Both pamphlets are available on request from the National 
Cancer Association of South Africa, P.O. Box 2000, Johannesburg. 


* * * 


‘The Preparation anid Writing of Medical Papers for Publication’. 
Messrs. Menley and James, Limited, have published a short work 
by W. R. Bett, M.R.C.S., L.R.C.P., F.R.S.L., with the foregoing 
title, and have kindly supplied a number of copies to this Journal. 
It consists of 23 pages. bound in stiff boards, and contains valuable 
advice to those contemplating writing for the medical press. We 
shall be glad to forward a free copy to any of our readers on 
application. 
* * * 


South West Africa Branch. The annual general meeting of the 
Branch was held at Windhoek on 26 February 1957. 

The Branch Council for the ensuing year was appointed as 
follows: President, Dr. J. G. L. Strauss; Vice-president, Dr. 
G. L. Maul; Hon. Secretary and Treasurer, Dr. H. C. Paradis- 
garten; elected members—Dr. J. Gildenhuys of Mariental (alter- 
nate Dr. J. Gant), Dr. M. J. Louw of Okahandja (alternate Dr. 
J. A. Lichtman) and Dr. G. D. van Schalkwyk, of Windhoek. 

The Hon. Secretary reported that the Branch membership 
was 74 (last year 66). There had been considerable activity during 
the year, including clinical meetings. At the successful dinner- 
dance, which was held on 8 September, Prof. S. F. Oosthuizen, 
President of the South African Medical and Dental Council, 
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was present, and complimentary Branch membership was con- 
ferred on the Hon. the Administrator. Dr. Paradisgarten ex- 
pressed his thanks for help received from Dr. A. H. Tonkin and 
Dr. M. L. Marchand, and the Head Office staff. 


* * * 


Transkei Branch. The annual general meeting of the Branch was 
held at the Elliot Hospital, Umtata, on 9 February 1957 at 4 p.m. 
Dr. E. R. Louw, Vice-chairman, presided, and 10 other members 
and 1 visitor were present. The following office bearers for the 
ensuing year were appointed: President, Dr. E. R. Louw; Presi- 
dent-elect, Dr. B. M. A. Buchan: Hon. Secretary, Dr. J. H. Hof- 
meyer; Hon. Treasurer, Dr. J. D. Blackburn; elected members of 
Council—Drs. J. A. Cowlin, E. D. Lyons, W. A. Unwin and 
1. R. Ross. 

The Hon. Secretary reported that there were 77 Branch members 
in good standing. Four Branch meetings were held as follows: 
28 January 1956, annual general meeting at Umtata; 17 March, 


CORRESPONDENCE 


MEDICAL REPRESENTATIVES 


To the Editor: Some weeks ago your Journal published a number 
of letters on the activities of the medical representatives of phar- 
maceutical houses. The correspondence indicated that many 
doctors hold strong views on this subject; now it has ceased we 
believe a brief statement on the organization of our company, 
as it affects doctors, will be of interest. 

In common with other pharmaceutical houses we employ 
medical representatives to discuss our preparations with doctors— 
with particular reference to new products. Our representatives 
are either qualified pharmacists or they have a sound pharma- 
ceutical or medical background. On engagement they receive 
a thorough training at Head Office. The object of the training 
course is not merely to give instruction, on the pharmacology 
and indications of the company’s products, but to provide a 
basic knowledge of the infections and conditions for which they 
are used; the principles of bacteriology and physiology are taught. 
There is of course no intention of desiring representatives to 
discuss diseases on equal terms with doctors, but we try to equip 
them to explain our products intelligently and to transmit doctors’ 
enquiries accurately. 

Our representatives do not make more than 4 calls a year 
unless a doctor wishes to be visited more often. By the time they 
assume their duties they fully appreciate their functions as repre- 
sentatives, as distinct from salesmen. They are instructed not to 
inconvenience doctors by requesting interviews if the doctor is 
known to be very busy, and not to attempt to take up more of 
the doctor’s time than he willingly allots them. 

Many doctors have been kind enough to compliment us on the 
assistance given them by representatives and it is our wish to 
maintain the cordial relations which exist between the profession 
and the company, for which the liaison functions of our repre- 
sentatives have been so largely responsible. 

We realize that with the increasing number of pharmaceutical 
companies the position is not easy for doctors. We should like 
to thank doctors for regularly extending a cordial welcome to 
our representatives and to assure them their time will not be 
abused. We will not adopt high-pressure methods of representa- 
tives but aim to maintain the same standards and service we have 
offered the medical profession in the past. 

J. H. G. Geer 
Technical Information Department 
Maybaker (S.A.) (Pty.) Limited 
P.O. Box 1130 
Port Elizabeth 
April 1957. 


ALLEGED PENICILLIN REACTIONS FOLLOWING POLIOMYELITIS 
VACCINATION 


To the Editor: In connection with penicillin reactions following 
poliomyelitis vaccine, there occurs a major difference of opinion 


at Butterworth, when 11 members attended; 16 June, at Lys. 
kisiki, when 13 members attended; 13 October, at Umtata, when 
21 members attended. 
_ Dr. E. R. Louw delivered his presidential address on the work. 
ing of the honorary system in the Transkei hospitals. 

The meeting closed at 6.15 p.m. and members and their wives 
met again for dinner, at which 20 sat down. 

* * * 


Universiteit van Pretoria. Die volgende grade van Dokter jp 
Geneeskunde is deur die Universiteit van Pretoria toegeken: 

Hurwitz, Maurice (Dept. Radiologie). Proefskrif: ,Evaluation 
of the Radiographic enlargement technique (macroradiology) in 
the diagnosis and assessment of silicosis.’ 

Pretorius, Petrus Jacobus (Dept. Kindergeneeskunde). Proef. 
skrif: ,"n Ondersoek oor die invloed van voedings met verskillende 
samestellings op die genesing van Kwashiorkor.” 


: BRIEWERUBRIEK 


in two journals, viz. the South African Medical Journal* and 
Medical Proceedings,? which to my mind is very important. 

In the South African Medical Journal the statement reads: 

‘The amount of antibiotic added is, however, very small and 
it is claimed that it is destroyed in the processing of the vaccine. 
Thus no traces of penicillin have been found by the most sensitive 
tests in the finished vaccine. There thus would appear to be 
little danger of a serious penicillin reaction following upon the 
use of South African or other poliomyelitis vaccine.” 

In Medical Proceedings we read: 

‘We drew attention to the penicillin contained in the South 
African vaccine (or in any other vaccine for that matter) in dis- 
cussing the problem of the increasing number of penicillin re- 
actions and deaths in South Africa. We stated: 

*“Some routine preventive step has become necessary because 
it can be expected that the incidence of penicillin reactions (in- 


cluding deaths) will increase. ....It is known that the South 
African vaccine contains an appreciable number of units of 
penicillin per c.c. .... Every susceptible child in the population 


wiil become sensitized to penicillin, with the possibility of a 
serious reaction, when the antibiotic is used subsequently in 
therapeutic amounts 

Surely these two statements are in complete conflict with each 
other, and one would expect further elucidation. 

Dr. J. P. de Villiers, M.O.H. of the Cape Divisional Council, 
states that no reactions were reported in the 15,000 children who 
received poliomyelitis vaccine, but what has happened to some 
of these children (surely there must be quite a number) who 
have since received penicillin therapy? 

Ben Cheifitz 


Barclays Bank Building 
Adderley Street 

Cape Town 

8 April 1957 


1. Turner, R. (1957): S. Afr. Med. J., 31, 318 (30 March). 
2. Editorial (1957): Med. Proc., 3, 140 (30 March). 


{Our correspondent’s question is dealt with in Prof. R. Turner's 
article, which is published in this issue of the Journal on p. 382. 
—Editor.| 


DISCOUNTS 


To the Editor: With regard to my letter of 13 March which you 
published in your issue of 23 March, I find that two words were 
left out. The letter should have read, in the second paragraph: 
‘The letter indicates a lack of appreciation.’ 1 must apologise 
on this omission, which completely alters the intention of the 
etter. 


A. C. Sargeant 
The Southern Council of Medical Aid Societies Secretary 
P.O. Box 1019 
Cape Town 
1 April 1957 
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